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Hermaphroditism in the Pig. 


By F. A. E. Crew, M.D., D.Sc., Ph.D., F.R.S.E., 


Animal Breeding Research Department, The University, 
Edinburgh. 


ABNORMALITY of the genital system, taking the form of an intimate 
mixture of male and female internal genitalia associated with some 
degree of imperfection of the external reproductive organs is / 
common in the pig. This paper reviews over fifty of such cases. 
It is suggested that this study impinges upon the problem of the 
significance of hermaphroditism in the human being. 

In a few of the cases examined, the external genitalia had the 
form of an unremarkable vulva and clitoris, in others the erectile 
organ, though female in form, was unusually large and prominent, 
in others it was distinctly peniform yet imperfectly canaliculized. 
In a few instances there was a typical scrotum, and in others the 
gonads could be palpated beneath the skin of the inguinal or 
perineal regions. In all cases there was a solid conical elevation 
on the abdominal wall where, in the normal male, the penis ends. 

In all cases the differentiation of the Miillerian and Wolffian 
derivatives was imperfect, and the accessory sexual apparatus 
consisted of an intimate mixture of more or less well-developed male 
and female structures. The most variable in its degree of develop- 
ment was the uterus. 

It was found on examination that the cases fell cleanly into one of 
two classes—(1) those in which no morphological evidence of the 
previous or present existence of ovarian tissue could be found in 
the gonads, which were entirely composed of testicular tissues with 
a histological structure varying with the position of the testis along 
the line between the primitive position and the scrotum, but always 
exhibiting some degree of degenerative change; and (2) those in 
which both ovarian and testicular tissues were present, the gonads 
being one an ovary, the other a testis, one an ovary, the other an 
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ovotestis, or both being ovotestes. In one case there were paired 
ovaries within the abdominal cavity and paired testes beneath the 
skin of the perineum. 

It was noted that in the cases of class 2 in which one gonad was 
an ovary, this gonad was always the left one, and that in an 
ovolestis the ovarian tissue was invariably cephalad to and sharply 
separated by a well-defined belt of connective tissue from the caudad 
testicular portion. The ovarian tissue was invariably of apparently 
normal structure histologically, whereas in the testicular tissue the 
spermatogenic was always degenerate to some degree and the inter- 
stitial plentiful. 

Those individuals in which the external genitalia were distinctly 
abnormal had been identified as ‘‘ hermaphrodites ’’ or ‘‘ wilgils ”’ 
by the breeders, and had been slaughtered while still immature. 
The few in which the external genitalia had the form of an 
unremarkable vulva and clitoris had been regarded as females until 
about the time of sexual maturity, when it was noted that instead 
of assuming the sexual characterization of the adult female they 
had begun to exhibit the secondary gonadial characters (characters 
which depend for their expression upon the presence of functional 
gonadial tissue) of the male type, and that the clitoris had begun 
to increase slightly in size. The sexual behaviour of such of these 
individuals as proved later to belong to class 1 was as that of the 
‘rig,’ a male with maldescended testes. The behaviour of such as 
belonged to class 2 was imperfectly male. They were slaughtered 
because of their curious behaviour and because they failed to breed. 

The fact that in one class of these cases of reproductive 
abnormality there is no ovarian tissue and no suggestion that there 
ever had been any, whereas in the other class there is ovarian tissue 
of apparently normal structure, points to the conclusion that the 
two classes are different in their nature. If ovarian tissue had ever 
been present in the cases of class 1, it should have persisted, since 
in those cases in which ovarian tissue is present it is invatiably of 
normal structure. It is proposed to regard the two classes as 
being distinct and to treat them separately. 

It will be convenient at this point to outline the theories of sex 
determination and differentiation upon which the interpretation 
of these abnormalities will be based. Sex—-the term used to define 
the differentiation of individuals for the elaboration of dissimilar 
gametes—is determined at the time of fertilization by the nature of 
the sex-determining factors brought into the zygote by the 
conjugating gametes and by the interaction of these factors within 
a given environment—the zygote itself. In every zygote there are 
male-determining and female-determining factors. In the pig the 
male has a chromosome constitution represented by the formula 
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XO, the female, on the other hand, is XX. In the male the relation 
between the X-chromosome and the rest can be symbolized as 
2A :1X, where A represents one complete set of chromosomes other 
than the X; in the female the relation is 2A:2X. The X, or 
something lodged in it, is female-determining, while male- 
determination is an affair of the rest of the chromosomes. If F 
represents the female-determining factor-complex resident in an 
X-chromosome and M the sum of the male-determining factors 
elsewhere, then while each sex possesses 2M, the female possesses 
2F and the male 1F; 2F must be greater than 2M and 1F less 
than 2M. During ontogeny there is a period during which the 
differentiation of the sexual organization is timed to take place. At 
the beginning of this period, which follows a preliminary phase 
of growth and organ formation, the reproductive system consists of 
(1) paired gonads of indifferent histological structure; (2) a 
rudimentary accessory sexual apparatus composed of Miillerian and 
Wolffian ducts; (3) external genitalia represented by the growing 
urogenital sinus and genital tubercle. From this initial type of 
reproductive architecture, possessed in common by all individuals, 
determined male and female alike, one or other tvpe of differentiated 
sexual organization, male or female, is attained. The indifferent 
gonads become testes or else they become ovaries; if they become 
testes then the Wolffian ducts continue their development to become 
the functional deferent ducts of the testes, while the further develop- 
ment of the Miillerian ducts ceases and the external genitalia 
become scrotum and penis. If the indifferent gonads 
become ovaries the Miillerian ducts continue their development to 
become the functional uterus with cornua and Fallopian tubes and 
vagina, while the development of the Wolffian ducts ceases and the 
external genitalia assume the form of vulva and clitoris. Sexual 
differentiation is alternative and the end-product is an organization 
appropriate to the functional female or else to the functional male. 

Between the differentiation of the various structures of the sex- 
equipment there is a time relation. The first structure to begin its 
differentiation is the gonad, the next, it is assumed, the external 
genitalia, and finally the structures of the accessory sexual 
apparatus. The results of gonadectomy and gonad-implantation 
have shown perfectly clearly that for the appropriate differentiation 
of the rest of the sex-equipment the differentiated gonad is 
necessary. In the presence of functional testicular tissue the sexual 
organization appropriate to the functional male is assumed; in the 
presence of functional ovarian tissue, that appropriate to the 
functional female. Such differentiation is pursued under the 
control of specific male and female sex-hormones elaborated by the 
testis and ovary respectively. Since the different structures of the 
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sex-equipment respond to the physiological stimulus of the sex- 
hormones at different times during ontogeny it can be assumed 
that the threshold of response to this stimulus differs in different 
cases, and that before this threshold is reached a certain degree of 
indifferentiated growth is required. If the effect of the functioning 
of the differentiated testis is to inhibit the further development of 
the Miillerian ducts and their derivatives and to encourage the 
fuller development of the derivatives of the Wolffian ducts and 
to model the growing urogenital sinus and genital tubercle into 
scrotum and penis, then it is necessary only to explain the 
differentiation of the embryonic gonad into testicular tissues in 
order to explain the complete assumption of a male-type sexual 
organization by the individual. 

This can be done if it is assumed that the gonad in its indifferent 
stage is ambivalent as regards its future mode of differentiation 
(though not completely so since its tissues are chromosomally 
either male or female (XO or XX)), and that this differentiation 
is pursued under the direction of male-differentiating and female- 
differentiating substances elaborated by the male-determining and 
female-determining factors respectively. In the genetically- 
determined male (XO in sex-chromosome constitution) it is the 
rule for the male-differentiating substances to be effectively in excess 
over the female-differentiating substances during that period of 
development when the differentiation of the gonad is timed to take 
place, whereas in the genetically determined female the female- 
differentiating substances are effectively in excess during this period. 
These suggestions can be illustrated graphically as under :— 


MINIMUM 


STIMULUS 


the structure of testes. 


Period of Period of 
differentiation of gonads. differentiation of gonads. 
— Development. -> — Development. -> 
In the normal male, the male-differen- In the normal female the female- 
tiating reactions are effectively in excess differentiating reactions are effectively in 
during the whole period of gonadial excess during the whole period of 
differentiation, and so the gonads assume gonadial differentiation, and = so 


Fig. 1. Pig. 


gonads assume the structure of ovaries. 
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The interpretations of the conditions found in class 1 can now 
be attempted. In these cases there were paired maldescended 
testes, more or less well-developed derivatives of both Miillerian 
and Wolffian ducts, external genitalia ranging from those of the 
apparently normal female to those of the grossly imperfect male. 
The cases could be readily arranged in a series according to the 
degree of imperfection of the external genitalia and of the degree 
of development of the Miillerian duct derivatives. A few cases may 
be cited to illustrate this point. (Figs. 3, 3a, 4, 5-) 


Fig. 3. Internal genitalia. 
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Fig. 3a. External genitalia. 


Figs. 3, 3a. Ventral to the normal anus was a tough conical structure, between 
which and the base of the anal orifice extended a prominent ridge of tissue. These 
structures resembled an imperfect vulva and an abnormally large clitoris. Antero- 
ventrally to the conical structure was an ill-defined scrotum within which paired 
gonads could be palpated. The prepuce was very small and the mammary glands very 
weakly developed. The animal was 10 months old. On dissection, paired gonads of 
small size, epididymes, vasa deferentia, spermatic cords, seminal vesicles, bulbo-urethral 
glands, prostate, urethra and abnormal penis, and also a well-developed uterus with 
convoluted horns and Fallopian tubes of minute size and coursing over the surface 
of each epididymis to end blindly near the caput could be distinguished. The gonads 
were regular in contour save that on the surface of each was a rounded elevation. 
The epididymis on each side fused with the termination of the uterine horn. There 
was no distinct demarcation between corpus uteri, cervix and vagina, although in the 
region of the neck the lumen became smaller and the internal surface was. slightly 
marked with the characteristic prominences. The vagina, in fusing with the urethra, 
ended blindly beneath the prostate. The vasa deferentia, taking origin in the tail of 
the epididymes, reached the body of the uterus and passed through the substance of 
the seminal vesicles to enter the urethra, Each seminal vesicle, with a dense capsule 
and glandular in structure, extended more than half the length of the utero-vaginal 
body to which it was attached dorsally. Ventrally the vesicles were in contact with 
the bladder and the ureters, but had no relation with prostate and bulbo-urethral 
glands. The prostate, elliptical in form and having the typical lobulated structure, 
lay obliquely across the utero-vaginal body at the site of the fusion of vagina and 
urethra, but had no relation with seminal vesicles or with the neck of the bladder. 
while the pars disseminata was not well developed. The urethra passed from the 
neck of the bladder to fuse with the vagina and emerged alone from beneath the 
prostate, the vagina having ended blindly. In this region its calibre was much 
increased and its walls thickened. The bulbo-urethral glands, though small, were 
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normal in appearance. Later the diameter of the urethra gradually diminished, and 
the walls became more fibrous as it passed along the dorsal aspect of the penis. 
The body of the penis was compressed laterally, and it took origin near the bulbo- 
urethral glands, ultimately reaching the perineum, where it continued backwards in a 
series of curves held together by connective tissue. It was joined by the terminal 
portion of the urethra, the two structures proceeding together enclosed in a covering 
of skin to form the organ, which was likened to an abnormal clitoris. The urethral 
part did ‘not extend to the tip, but between the tip and the point where the urethra 
terminated was a narrow slit-like external urethral orifice. 

On section the gonads were found to possess the structure of testes showing 
signs of fatty degeneration. No active spermatogenesis could be identified, but the 
interstitial tissue was abundant. The raised patches consisted of testicular tissue lying 
outside the albuginea. 
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Fig. 4. 

Fig. 4. As Figs. 3, 3a, save that there was no scrotum, the testes being intra 
abdominal and lying near the internal inguinal rings. Ventral to the anus there 
was a transverse crescent-shaped opening with a thin wrinkled dorsal lip and a 
ventral wall formed by a thickened flattened structure with an imperforate tapering 
terminal portion. The uterus was thin-walled and the cornua ended blindly in’ the 
region of the tail of the epididymis on each side. No trace of Fallopian tubes could 
be found. The left epididymis was attached irregularly to its testis while the right 
one was, in one part, cystic. 
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Fig. 5. 


Fig. 5. No scrotum. The testes lay within the inguinal canals. The uterus was 
very small and weakly developed, the cornua being short and ending quickly. The 
thin-walled vagina had the appearance of a membranous sac applied to the prominent 
seminal vesicles. 
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The fact that they could be so arranged suggests that they are 
one and ali but grades of the same condition and that between them 
there exists a time relation. It must be stated clearly that there was 
no evidence which suggested that the abnormal individuals were 
free-martins, cases of sex-reversal in a genetically determined female, 
or cases of true glandular hermaphroditism in which the ovarian 
tissue had been removed at an earlier state of development. They 
will be interpreted as instances of abnormal sexual differentiation 
in the genetically determined-male and the following assumptions 
will be made: (1) the stimulus to differentiation of the remainder 
of the sex-equipment is, in the mammal, localized in the gonads; 
(2) the abnormalities pertain only to the earlier stages of sexual 
development ; (3) the influence of the gonad in the mammal at this 
stage is such as inhibits the further development of those structures 
of the accessory sexual apparatus appropriate to the alternative 
functional sex, and that these structures, in the absence of such 
inhibition, would continue their development unchecked; and (4) 
there exists a different threshold of response to the sex-differentiat- 
ing stimulus on the part of different structures of the sex-equipment 
and at different times during the development of one and the same 
structure. 

It is recognized that in this differentiation other agencies than 
the sex-hormone are involved, the other endocrines, differences in 
the threshold of response on the part of the same structure in 
different cases, for example, and that for effective differentiation 
there must be appropriate nutrition, but for the present these are 
disregarded. . 

For purely descriptive purposes it is assumed that in the process 
of the differentiation of the sex-organization in a genetically 
determined-male, excluding that of the gonads, there are three over- 
lapping phases : (1) the modelling of the external genitalia ; (2) the 
atrophy of the Miillerian ducts; and (3) the further development of 
the Wolffian duct derivatives (Fig. 6). For the sake of simplicity it 
is assumed that for all these structures there is one and the same 
minimum stimulus which, provided by the male sex-hormone 
elaborated by the testis, will evoke the specific response toward 
appropriate development. It is also assumed that when once the 
undirected development of any structure has proceeded for some 
time then that structure is no longer canable of responding to the 
stimulus if and when this is exhibited. 
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AMOUNT 


t 2 4 3 
TIME 


Fig. 6. 


In A the minimum stimulus necessary for proper differentiation 
is exhibited before the time for differentiation has been reached, and 
as a consequence the differentiation is such that a completely male 
organization is established, 

In B, in consequence of a retardation in the elaboration of the 
sex-hormone or of the production thereof at a slower rate, the 
differentiation of the external genitalia is partially undirected, and 
the result is grossly imperfect external genitalia in an otherwise 
normal male. The erectile organ will be most affected, for the 
scrotum of the normal male is sessile, and if in an abnormal male 
the testes descend through the inguinal canals they will become 
accommodated in a scrotum very much, if not quite, like that of the 
normal. 

In C, in consequence of a greater retardation or still slower 
production, the end-results will be external genitalia even more 
imperfect and Millerian duct derivatives further developed. 

In D the external genitalia will be as in C, the Miillerian 
derivatives will be better developed, whereas the development of 
the Wolffian derivatives will not be so complete. 

In E the required stimulus is never exhibited during the period 
of the differentiation of the accessory sexual apparatus and external 
genitalia and the end result will be the full-grown embryonic form. 

In the absence of the proper endocrine control during the period 
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of differentiation of the accessory sexual apparatus and external 
genitalia, these structures pursue a parallel development under the 
common stimulus oi nutrition. pididymes, vasa deferentia and 
seminal vesicles develop from the Wolffian duct, uterus and vagina 
from the Miillerian, and if such undirected growth continues, then 
after a time these structures will have lost their embryonic plasticity 
and will fail to respond to the stimulus of the sex-hormone if and 
when this is exhibited later. The degree of the development of 
the derivatives of the Miillerian ducts in a male and of the Wolffian 
ducts in a female, and especially the degree of imperfection of the 
external genitalia in a male, will provide significant indication as to 
the time during development at which the sex-hormone was 
exhibited. 

These grades of abnormality of the reprodutive system in the 
pig are thus to be explained as the result of the more or less 
complete absence, or of the qualitative or quantitative insufficiency, 
of the tissue in which the sex-hormone has its origin during that 
period of development when the differentiation of these structures 
is timed to take place. In all the cases in this class so far examined 
testes were present. It was assumed therefore that the individuals 
were genetic males in which the differentiation of the embryonic 
gonads into testes occurred later than usual during development, 
during or after, instead of before, the time when the differentiation 
of the rest of the sex-equipment occurs. But since this differentia- 
tion of the gonad occurs before the time of the assumption of the 
secondary gonadial characters, these will be exhibited when that 
time is reached. So it can happen that an individual whose external 
genitalia, really nothing more than a full-grown urogenital sinus 
and genital tubercle, are indistinguishable from those of an 
immature female, may assume the secondary gonadial characters of 
the functional male and exhibit the exaggerated male sex-instincts 
of arig. It is possible that the testes of the male and the structures 
of the mechanism concerned in its descent pursue a parallel and 
corresponding development and differentiation up to the point when 
descent occurs, and that if the differentiation of the testis is retarded 
in any way the proper association of testis and gubernacular 
apparatus is prevented or embarrassed so that the maldescent results. 

The frequency of this type of abnormality in the pig and the 
facts that it is commoner in certain districts than in others, and 
that certain individuals in successive matings yield one or more of 
these intersexual offspring point to the conclusion that this retarda- 
tion or insufficiency of the sex-hormone is a character in the genetic 
sense. If this is so, then its eradication becomes a problem in 
applied genetics. 

In order to explain this retardation in the exhibition of the 
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sex-hormone the following assumption is made. Different male- 
determining and female-determining factors elaborate their sex- 
differentiating substances at different rates. The pseudo-intersexual 
pig is the result of the mating of individuals which transmit to their 
offspring that sex-determining factor-complex in which the factors 
are ‘ slowly-elaborating ’ in nature, so that the minimum stimulus 
for differentiation of the gonad in the male is not exhibited at the 
critical time during development. 

It is stated that after complete ovariotomy the Miillerian duct 
derivatives undergo considerable atrophy. In the intersexual pig 
the uterus is often very well developed indeed and yet testicular 
tissues alone are present. It will be found that if testicular grafts 
are placed in an ovariotomized female the uterus will not undergo 
atrophy. The action of the sex-hormone of the male is to inhibit 
the further development of the growing Miillerian ducts; it does 
not effect an atrophy of the fully-developed uterus, in fact it would 
seem that the adult structures of the accessory sexual apparatus do 
not atrophy when either ovary or testis is present. 


Fig. 7. 


Fig 7. External genitalia, as in Figs. 3, 3a. Well-developed corpus uteri with 
two relatively long and convoluted horns. On dissection a typical cervix and vagina 
were revealed, but there was no orificium vagina. On the right, a testis, intra- 
abdominal, with degenerate seminiferous tubules. The associated epididymis was 
cystic, and over its surface ran a minute Fallopian tube ending in a blind sac closely 
applied to the caput epididymis. A well-developed vas ran in the folds of the broad 
ligament. On the left an ovary and a well-developed Fallopian tube terminating in a 
small fimbria which was applied to the ovary. No epididymis or vas on this side. 
On section the left gonad proved to be entirely ovarian in structure. Primordial 
follicles and follicular cysts could be recognized, as could also corpora lutea. 
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Fig. 8. 


Fig. 8. The erectile organ was not visible externally. On the left an ovary with 
Fallopian tube: no epididymis or vas. On the right an ovo-testis with the ovarian 
portion cephalad to and sharply separated by a well-defined belt of connective tissue 
from the caudad testicular portion. A well-defined epididymis was applied to the 
testicular portion, and over its surface ran a minute Fallopian tube. <A well-developed 
vas took origin in the epididymis. Ovarian tissue contained primordial follicles less 
distinct than in the preceding case, and in one case was cystic. Testicular tissue was 
ig to and there appeared to be relatively less interstitial tissue in this case than 
in others, 


Fig. 9. 

Fig. 9. The external genitalia had the form of a well-grown uro-genital sinus 
with a much hypertrophied erectile organ, Two ovo-testes, two epididymes, two 
minute Fallopian tubes, two vasa deferentia. Well-developed uterus with convoluted 
symmetrical horns. 

Key to lettering of figures. 

Bl. Urinary bladder, C.C. Corpus cavernos. 
B.U. Bulbo-urethral gland C.U. Corpus uteri, 
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E Epididymis. >. Curves of corpus cavern 

Fallopian tube. S.C. Spermatic cord. 
G.F. Genital fold. S.V. Seminal vesicle. 
Gl. Glans. Ts. Testis. 
M.B.G. Bulbo-glandularis muscle. \O6 Urogenital sinus. 
M.R.P. Retractor penis muscle. U.H. Uterine horn. 

J, External urethral orifice. Ur. Ureter. 
Ov Ovary. V. Vagina. 
Prostate. V.D. Vas deferans. 
R. Rectum. 


The cases in class 2 (Figs. 7, 8, 9) are instances of hermaphro- 
ditism in the mammal. The essential feature of this condition is 
that both ovarian and testicular tissues shall be present synchro- 
nously or consecutively in one and the same individual. The 
mammal can and occasionally does possess both kinds of gonadial 
tissues, but it cannot function both as male and female since the 
external reproductive organs cannot be both male and female in 
their architecture. Moreover, oogenetic tissue cannot flourish in a 
scrotum nor spermatogenic within the abdominal cavity. The 
present writer has shown that the optimum temperatures for efficient 
ovarian and spermatic functioning are widely different, and that 
the temperature within the abdominal cavity is considerably higher 
than that within the scrotum, 


The cases examined, five in all, and also those recorded in the 
literature, are similar to those of the pseudo-intersexual class in 
every respect, save that the gonads include both ovarian and 
testicular tissues. To interpret these cases of glandular herma- 
phroditism it is necessary only to explain the presence of both 
kinds of gonadial tissues, since the abnormalities of the accessory 
sexual apparatus and of the external genitalia can be explained 
most simply and vet quite satisfactorily by assuming that they are 
exactly the same in nature and in origin as those found in the 
pseudo-intersexual male. These hermaphrodites are to be found 
among the herds that produce the pseudo-intersexual individuals ; 
in one and the same litter there may be produced both kinds of 
abnormal offspring. 


The relation of ovarian and testicular tissues is remarkable, as 
has already been pointed out. The cases in which two ovaries 
are found within an abdominal cavity and two testes within 
an imperfect scrotum are to be interpreted as the result of the 
separation by the gubernacular apparatus of paired ovotestes. If 
an ovotestis is thus divided along the line of the connective tissue 
which invariably separates ovarian from testicular two distinct 
gonads will be found on one and the same side of the body. If the 
testicular portion migrates to a situation beneath the skin of the 
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perineum it might be expected that functional spermatozoa would 
be elaborated. But even were this the case, the imperfection of the 
external genitalia would not permit the individual to function as a 
male. 

One point of considerable interest emerges from the study of 
these cases. If testicular tissue is present in one gonad, testis 
or ovotestis, an epididymis and vas will be found associated with 
it, but if the other gonad is an ovary no epididymis and no vas will 
be found on this side. There is more than hormone stimulation 
involved: it would seem that some mechanical stimulus to the 
maintenance of the epididymis and vas is supplied by a testis but 
not by an ovary. 

The abnormality of the gonads can be explained if it is 
assumed (1) that in these cases, males genetically, the sex- 
determining factor-complex included ‘ quickly-elaborating ’ female- 
determining factors and ‘ slowly-elaborating ’ male-determining 
factors, and (2) that the differentiation of the gonads is not 
synchronous but consecutive, the left being affected before the 
right, and the cephalad pole before the caudad. If these individuals 
are genetic males then as a consequence of the balance between 
male and female-determining factors established at the time of 
fertilization, sooner or later the male-differentiating reactions will be 
in excess, but if the male-determining factors are ‘ slowly 
elaborating’ and the female-determining factors are ‘ quickly- 
elaborating’ then the situation will be such that the female- 
differentiating reactions will first exert the necessary minimum 
stimulus for gonadial differentiation and ovarian tissue will be laid 
down, and that shortly the male-differentiating reactions will 
overtake and replace the female, and the remainder of the differentia- 
tion will be pursued under their control, testicular tissues being laid 
down. The relative amounts of ovarian and testicular tissues will 
provide an estimate of the time during the period of gonadial 
differentiation when one kind of sex-differentiating reaction replaced 
the other. These suggestions can be graphically illustrated as 
follows :— 
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As a result of the simultaneous presence of ovarian and 
testicular tissues both male and female sex-hormones will be 
elaborated. It is assumed that this differentiation of the gonads 
has been retarded and that before it occurs the accessory sexual 
apparatus and external genitalia have assumed, more or less, the 
full-grown embryonic form. But this differentiation occurs before 
the time of the assumption of the secondary gonadial characters, 
and the structures concerned with these will be exposed to the 
action of both kinds of sex-hormone. The results are as those 
obtained in the experimentally produced hermaphrodite, a 
characterization suggesting that certain structures respond 
preferentially to one sex-hormone, others to the other. The phallus 
invariably enlarges, while the sexual behaviour is imperfectly male. 

If, on the other hand, the differentiation of the gonads, though 
abnormal in its mode, is normal in time, occurring before the 
differentiation of the rest of the sex-equipment is timed to take place, 
the situation can arise in which, owing to the presence of both 
ovarian and testicular tissues, both types of sex-hormone are 
available for the direction of this differentiation. The external 
genitalia, in these circumstances, will be predominantly, if not 
entirely, male, for the reason that the somatic tissues, being XO 
in constitution, will respond preferentially to the stimulus of the 
male sex-hormone. The internal genitalia will be a mixture of 
more or less well-developed derivatives of both Miillerian and 
Wolffian ducts. 

True hermaphroditism can thus occur in two forms in the 
genetic male, one characterized by a male type of external genitalia 
and being the result of an abnormality in the mode of differentiation 
of the gonads, and the other characterized by a femaie, though an 
imperfect female, type of external genitalia, being the result of 
abnormality in mode and in time of the differentiation of the gonads. 
That it should be the male that is prone to such abnormality is 
not surprising, for the balance in the sex-determining factor- 
complex is known to be less stable in the hetero-gametic (XO) than 
in the homogametic (XX) sex. 

Of course it may well be that these individuals are genetic 
females, that the differentiation of the gonads is in the order right 
to left, caudad pole to cephalad, and that the female-determining 
factors are the relatively ‘slowly-elaborating.’ Cytological and 
embryological studies to determine these points are now being 
undertaken. For the present it is thought fit to present the above 
highly speculative interpretation in order to draw the attention of 
other workers to the advantages of the pig as experimental material 
for use in this particular field of biological enquiry. 

In the goat and also in the human being, judging from the 
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descriptions of ovotestes given by different writers, the course of 
gonadial differentiation is different to that which obtains in the pig, 
as is also the time relation in the differentiation of the structures of 
the accessory sexual apparatus and external genitalia. Nevertheless 
with a few modifications the scheme suggested for the pig can be 
adapted for the interpretation of the conditions found in the human 
intersexual and hermaphrodite. 
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Primary Chorioepithelioma of the Ovary.' 


By DanieL DouGaL, M.C., M.D. (Manchester), 


Assistant Lecturer in Obstetrics and Gynecology, University of 
Manchester; Gynecological Surgeon, Manchester Northern 
Hospital; and Honorary Assistant Surgeon for Women, St. 
Mary’s Hospitals, Manchester. 


I was asked to see Mrs. A. in March of this year. She was a 
married woman, 29 years of age, with the following menstrual and 
obstetric history :— 

Menstruation commenced at 13, was regular every 28 days until 
her last pregnancy ; the periods lasted three to five days, and the 
amount lost was moderate. She had been pregnant twice, the first 
occasion two and a half years ago, when she had a premature labour 
at the seventh month. 

The second pregnancy occurred in 1922, and terminated in a 
four months’ abortion in March of that year. She was attended on 
that occasion by two doctors, who told her that the ovum had come 
away completely, but was much broken up. 

From March till Xmas 1922 she menstruated every five to six 
weeks and felt perfectly well. She then had a fainting attack and 
fell down and injured her head. She was put to bed, and the 
following day commenced to have a dark hemorrhagic discharge. 
She has had pain in the left lower abdomen for many years, 
but with the onset of the hemorrhage this became very much worse. 

The vaginal bleeding continued till September 1923, when it 
was succeeded by a period of amenorrhvea lasting till her admission 
to Hospital five and a half months later. 

An abdominal swelling was first noticed by the patient in 
September 1923. During the present vear there has been inter- 
mittent vomiting, and the abdominal pain has been more severe, 
particularly on February 6 and 13, when for half an hour it was of 
an excruciating character, 


Condition on Admission to Hospital. 

The patient was somewhat thin and emaciated, and her skin had 
a yellowish tinge; the temperature was normal and the pulse-rate 
about 100. She complained of soreness in the lower abdomen, 
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On abdominal examination, a tense, very tender tumour was 
found lying between the pubes and umbilicus, with its centre 
rather to the left of the middle line. It felt very much like a 
pregnant uterus with concealed hemorrhage. Per vaginam, the 
cervix was found to be drawn up and pushed forward by an elastic 
swelling filling the pelvic cavity and continuous with the abdominal 
tumour. It was difficult to separate the uterus, but the latter 
appeared to be lying in front and to the right side. 

No definite diagnosis was made, but extrauterine pregnancy 
and chorioepithelioma were considered as possibilities. 

On March 1, 1924, the abdomen was opened, and a total 
hysterectomy performed, with removal of both appendages. 
Occupying the lower abdomen was a large red tumour, which 
displaced the uterus forward to the right, and had attached to its 
upper surface an omental adhesion containing large vessels of 
supply. The tumour was firmly fixed in the pelvis, having 
apparently grown into the left broad ligament, and pushed the 
rectum and pouch of Douglas over to the right. The left Fallopian 
tube and ovary were not visible. The uterus was somewhat large 
and very soft, and closely applied to the anterior surface of the 
growth. The right Fallopian tube was blind and the corresponding 
ovary enlarged, cystic and adherent to the right pelvic wall. 

It was extremely difficult to shell out the tumour, and in the end 
the supravaginal cervix was divided and the uterus and tumour 
cleared out from before backwards, the cervical stump being after- 
wards excised. A small dark-red nodule was removed from the 
rectal wall, close to the main growth, but otherwise there were no 
secondary growths visible in the abdomen. 

The patient recovered well from the operation, and was sitting 
up in bed next morning and feeling much better in every way. 
Her further convalescence was uneventful, and she left Hospital at 
the end of four weeks. 

On examination prior to discharge the abdominal wound was 
sound and well healed, and the pelvis appeared to be quite clear. 
She came to the Out-patient Department a week later, however, 
and I then found a recurrence about the size of a tangerine orange 
high up on the left side of the pelvis close to the rectum. 

Professor Blair Bell has very kincly admitted her under his care 
for a course of lead treatment, so her future progress should be of 
considerable interest, 


The Specimens Removed. 

The uterus is soft and enlarged, and the endometrium 1 cm. 
thick. It contains no growth visible to the naked eye. Microscopi- 
cally, the thickened endometrium is seen to be an intact decidua, 
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Fig. 2. High power view of the centre otf 


Fig. 1. Portion of tumour showing Lang- 
hans’ cells and syncytium. (Low power.) the field in Fig. 1. 
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Fig. 3. Showing structures like degenerate Fig. 4. Ovarian follicular cyst in centre of 
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and both uterine wall and decidua are quite free from growth. 
The right ovary is enlarged about four times, and contains a 
number of cysts of a greenish-yellow colour. Under the microscope 
these are seen to be composed of lutein tissue and scattered about 
the more solid portions are numerous islands of lutein cells. 

To the left of the uterus is the tumour, measuring 6 x 5} x 4 ins. 
It is bright-red in colour, nodular on the surface, closely applied to 
the left side of the uterus and partly covered above and anteriorly 
by broad ligament. The left round ligament lies to the inner side. 

The left Fallopian tube is hardly visible to the naked eye, but 
runs round the upper part of the anterior surface of the growth. 
Below the Fallopian tube are the ovarian vessels. 

A sagittal section of the tumour shows the cut surfaces to be 
composed largely of blood with strands of fibrous tissue running 
through and connecting with a thin capsule which encloses the 
greater part of the growth. One area, however, is paler in colour, 
and has the appearance of placental tissue. The left ovary is 
merged in the tumour. A horizontal section through the tumour 
and uterus shows that, although they are in close relation, the 
latter is not involved in any way. 

Numerous sections have been cut from all parts of the growth, 
and after a very thorough examination the following conclusions 
have been arrived at :— 

The tumour proper consists of areas of hemorrhage with masses 
of Langhans’ cells and syncytium; in certain parts giant cells are 
also present. 

The Langhans’ cells appear in the form of strands, villous 
processes and ring-like formations around blood-vessels. 

Considerable areas of the tumour are necrotic, and structures 
like degenerate villi can be seen, but an exhaustive search has 
failed to find a single villus with epithelium and vessels complete. 

Posteriorly the tumour is bounded by a compressed layer of 
tissue which is undoubtedly the tunica albuginea of the ovary, 
and several follicular cysts can be seen. Ovarian tissue is also 
present in the centre of the tumour. 

In front of the growth is a layer of connective-tissue containing 
smooth muscle fibres representing the broad ligament, and 
embedded in this is the left Fallopian tube, which can be traced 
from the uterine cornu to the outer pole of the tumour, and is 
normal throughout although much flattened by pressure. 

I think there is no doubt that the tumour is a_chorio- 
epithelioma of the ovary. The case presents several points of 
interest, and I would like to refer especially to the probable origin 
of the tumour, the menstrual history and the decidual formation in 
the uterus. 
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Four theories have been advanced to explain the occurrence of 
these tumours in the ovary : 

1. Development from a preceding ovarian pregnancy. 

2. May be secondary to a primary growth in the uterus which 
has been expelled with the placenta, removed by the curette or 
undergone spontaneous cure. 

3- Has developed from chorionic villi transported to the ovary 
during a previous uterine pregnancy. 

4. The growth is really a teratoma of the ovary with pre- 
dominating chorioepitheliomatous development. 

It is quite impossible to give a definite opinion as to the origin 
of the tumour in the present instance, but I think the fourth theory 
can be ruled out as there were no other teratomatous structures 
present, and no free fluid in the abdomen. A preceding ovarian 
pregnancy is the likeliest explanation, although one hesitates to 
assume the occurrence of two such rare complications in the same 
patient. 

The most interesting point in the menstrual history is the period 
of five and a half months amenorrhoea preceding operation, and 
this is explained by the presence of an intact decidua in the uterus. 
But prior to the amenorrhoea the patient had for nine months 
the hemorrhage typically associated with decidual separation. Did 
the decidua re-establish itself under the influence of some fresh 
stimulus from the hyper-active lutein tissue of the right ovary or 
the actively proliferating (chorionic) tumour cells? Whatever be 
the explanation it is evidently an unusual occurrence as no decidua 
was present in any of the ovarian or broad ligament cases I have 
been able to collect. 

In a paper by Palmer Findley,' based on 21 cases of chorio- 
epithelioma developing outside the placental site, there are four 
instances in which a decidua was found in the uterus, as follows :— 

1. Vaginal growth 18 weeks after normal labour (Schmor)). 

2. Interstitial growth in the uterine wall 10 months after normal 
labour (Fiedler). 

3. Growths in the cerebrum, lung and kidney four weeks after 
artificial removal of a vesicular mole (Marchand). 

4. Vaginal growth three years after abortion (Holzapfel). 

There is also a case reported by Garkisch,? where the tumour 
was apparently tubal in origin and a typical decidua was present 
in the uterus. 


Cases of Chorioepithelioma of the Ovary and Broad Ligament. 

Chorioepitheliomata arising in the uterine adnexa are compara- 
tively rare, and the majority are found in the Fallopian tube. 
Teachers in classical monograph on Chorionepithelioma, 
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published in 1903, gives particulars of 193 cases occurring in 
various Situations, but chiefly in the uterus. His list includes only 
four cases in which the growth was found in the ovary, Fallopian 
tube or broad ligament, and in two of these the exact origin was 
very doubtful. 

I have been able to collect ten cases of chorioepithelioma of the 
ovary and five of the broad ligament, and abstracts of these are 
given below. Teratomatous ovarian chorioepitheliomata have not 
been included as they are in a class by themselves, and the 
possibility of pregnancy can be excluded in almost every case. 
They are found for the most part in young single girls, and similar 
tumours have also been described in the testis in the male and ina 
variety of situations outside the genital glands, as, for instance, in 
the liver and mediastinum. In the case of the ovary, they are 
always associated with ascites, 


A. PRIMARY CHORIOEPITHELIOMA OF THE OVARY. 
1. Kleinhans,* 1902. 

Details incomplete. A left subserous hemorrhagic tumour 
belonging to ovary and invading neighbourhood diffusely, Tumour 
partly surrounded by capsule containing ovarian tissue. Numerous 
small growths in tube wall. 

Histology : Chorioepithelioma. 

Tube and ovary removed. Death soon after operation and 
metastases found in lungs and vagina. Uterus and adnexa of 
other side free. 

2. Lwase,® 1908. 

Age, 31, two normal pregnancies. 

Irregular and protracted bleeding for three months after missing 
one period. Three vaginal tumours and also round movable 
tumour to right of uterus. 

Tumours removed; ovarian growth not adherent. Uterus 
explored with curette, but no trace of growth or decidual reaction. 

Histology : Abdominal tumour contains chorioepitheliomatous 
structures and ovarian tissue; tube not affected. 

Growth recurred in lungs and under pubic arch, and death 
followed three weeks after operation. 

3. Iwase,® 1908. 

Age 42, eleven labours, the last a year before operation. 

Abdominal pain and irregular bleeding following three months’ 
amenorrhecea. 

Tumour, size of goose’s egg, lying to left of uterus. 

Uterus and appendages removed by extended hysterectomy ; 
tumour adherent to uterus, but did not penetrate it; hamor:hagic 
nodule, size of hazel nut, in right ovary. 
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Histology : Primary tumour, chorioepithelioma ; similar growth 
in other ovary; both tubes and uterus normal. Recovery. 
4. Fairbairn,® 1909. 

Age 25, three children, one miscarriage between first and second 
confinements. Placenta removed manually at last confinement, and 
she developed white leg. 

Lactational amenorrhoea for a year after confinement, then a 
normal period, followed in three weeks by continuous slight 
hemorrhage lasting seven months and terminating after attack of 
influenza with general pains. On recovering from this illness pains 
settled in lower. abdomen, and there was a good deal of sickness. 
A month later she noticed a tender lump in the left abdomen, and 
was admitted to Hospital. 

Tender elastic swelling on left side of abdomen and reaching 
to umbilicus; appeared to be free from uterus and thought to be 
cyst with twisted pedicle. 

Both ovaries removed. Left ovary converted into bluish-red 
tumour, size of small cocoanut and enclosed in whitish capsule. 
Very friable, and burst during operation, contents being like blood- 
clot. Right ovary cystic, 

Histology : Chorioepithelioma. Ovarian tissue with follicles 
and corpora albicantia also present in tumour. No teratomatous 
elements. Left tube not found. 

Patient recovered, and well two years after operation. 


5. Klotz,’ 1913. 

Age 30, six labours, the last eighteen months before operation. 

Since last confinement menstruation occurred every five weeks 
instead of the usual four, and lasted eight days instead of four. 
Abdominal pain, but no irregular hemorrhages. Intraligamentary 
tumour, size of child’s head, to right of uterus. 

Tumour and corresponding tube removed; small particles of 
growth left in pouch of Douglas and on adherent intestina\ coils. 

Histology: Tumour a_ chorioepithelioma, surrounded by 
connective-tissue capsule ; no remnants of ovarian tissue. 

Growth recurred in two months, and more radical operation 
then performed. Growth had invaded uterus, left ovary and 
sigmoid; no tumour of uterine mucosa, and no decidual reaction. 
Both tubes free. Death shortly after second operation. 


6. Risel,® 1914. 

Age 25, three normal labours, the last eight months before 
operation. No abortions. 

Slight irregular haemorrhage, lasting two weeks, and following 
on five months amenorrhoea. — Pain in right lower abdomen a 
month later. Tumour discovered in latter situation and diagnosed 
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as extrautetine pregnancy. Hemorrhagic tumour of right ovary, 
size of child’s head, removed. 

Histology : Chorioepithelioma, mostly of atypical form. 

Death a fortnight after operation and preceded by hemoptysis. 

Post-mortem examination showed infiltration of pelvic 
peritoneum and metastases in bladder wall, vagina, lungs, liver and 
pre-vertebral and mesenteric lymph glands. Tubes and uterus free, 
but scar in fundus of latter organ, possibly remnant of primary 
uterine tumour. 


7. Reis,® 1915. 

Age 48, four children and three or four miscarriages, last preg- 
nancy ten years before operation. 

Curetted a year before admission for irregular hemorrhage of 
four months duration, ovaries at that time being apparently normal. 
Hemorrhage recurred and continued intermittently, each attack 
being accompanied by nausea and vomiting. 

A month before admission noticed swelling of abdomen, and 
complained of constant vomiting with pain in right epigastrium. 
Examination then showed large right-sided ovarian tumour. 
Uterus anteverted, low in pelvis, and right horn contained tumour, 
size of goose’s egg. 

Uterus and appendages removed by subtotal hysterectomy. 
Right solid ovarian tumour, partly adherent in pouch of Douglas; 
corresponding tube extends up to tumour and occluded at end. 
Uterus contained fibroid in left horn; left ovary small and senile. 

Histology: Tumour contained typical chorioepitheliomatous 
elements, but no villi; uterus, tubes and left ovary free. 

Patient recovered and was free from recurrence seven months 
after operation. 


8. Kynoch,'® 1919. 

Age 24, nullipara. Severe pain in left iliac region, and hamor- 
trhagic vaginal discharge for six weeks. Symptoms followed 
period of eight weeks amenorrhoea. Uterus slightly enlarged, and 
tender swelling, size of hen’s egg, in position of left ovary. 

Tumour removed, found to be nodular, dark-purple growth of 
left ovary; both tubes apparently normal. 

Histology : Ovarian growth reported as chorioepithelioma. 

Recovered from this operation, but readmitted a month after 
discharge with hamatoma-like swelling in abdominal scar. Rectal 
examination revealed recurrence in pelvis. 

Patient gradually became weaker, with vomiting and diarrhea, 
and died three weeks after re-admission, At post mortem examina- 
tion, large growth found in pelvis but not involving uterus or 
bladder; secondary growths in liver, lungs and mesenteric glands. 
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g. Miles Phillips," 1920. 
Age 25; one child two years before operation; no miscarriages. 
Uterine hemorrhage for 14 days following six weeks’ amenor- 

rhoea and accompanied by severe abdominal pain of half an hour’s 

duration. 

Pain and hemorrhage recurred a month later and followed by 
amenorrheea till date of operation, a period of two months. 

Absominal swelling noticed by patient for a month before 
admission, and she also suffered from daily nausea and vomiting 
and occasional frequency of micturition. 

On examination, uterus of normal size and pushed forward by 
nodular tumour occupying pelvis and reaching almost to umbilicus. 
Ovarian pregnancy diagnosed. 

Uterus and appendages removed by sub-total hysterectomy. 
Irregular hemorrhagic tumour found rising up from pelvis behind 
uterus and occupying position of right ovary. Right tube stretched 
over its anterior surface. Considerable infiltration of neighbouring 
structures and growth separated with great difficulty. No metastatic 
growths found in liver or other parts of abdomen. 

Histology : chorioepithelioma of ovary; no growth or decidua 
in uterus. Patient recovered from operation but developed rapid 
recurrence in pelvis soon after discharge and died seven months 
later. 


10. Sunde,!? 1g21. 
No details except that patient died. 
This author gives brief summary of 38 cases of chorioepithelioma 
coming under his care, and states that in one instance the growth 
followed an ovarian pregnancy. 


B. PrImMARY CHORIOEPITHELIOMA OF THE BROAD LIGAMENT. 


1. Schmit,!° 1902. 

Age 29, five children, last pregnancy normal. 

Abdominal pain, fever, emaciation, uterine bleeding ‘‘ some 
months’ later. Laparotomy, large chorioepithelioma between 
layers of broad ligament, no metastases. Death shortly after 
operation. (Included in Teacher’: cases.) 


2. Moschocowitz, E.,!4 1910. 

Age 46; signs of pregnancy a year before operation; curetting 
six months before operation. 

Complained of pain in left side and consulted physician who 
found mass in left fornix. 

Tumour removed but recurrence soon followed, and_ patient 
died with local and lung metastases. 
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3. 1911. 


Age 54; eight children and two miscarriages; last pregnancy 
(miscarriage) six years before operation. 

Curetted for metrorrhagia two years before operation and cured. 
Amenorrhoea for five months (age 54). Complained of pelvic pain 
of several months’ duration and vomiting ‘‘ just as if she were 
pregnant.’’ Also epistaxis, hot flushes and pruritus. 

Slightly tender fluctuant tumour, size of orange, in pelvis and 
to left of cervix ; body of uterus not located. 

Sub-total hysterectomy; fibroid uterus and blackish vascular 
tumour size of large orange in left broad ligament. Both appen- 
dages normal. Death eight days after operation from peritoneal 
infection. 

Post mortem examination : tumour surrounded left ureter and 
was composed of vascular cavities containing blood clot. 

Histology : malignant chorioepithelioma infiltrating and throm- 
bosing veins at base of broad ligament. Mucous membrane of 
uterus thickened but no growth or decidua. Ovaries and tubes 
normal. 


4. Frank,!® 1916. 


Age 32; menstruation regular as a rule; six children, the last four 
and a half years, and three miscarriages, the last 15 months before 
operation. 

Abortions all occurred before second month and she was curetted 
after the last one. Poor health for five months and menstruation 
every six to seven weeks during that time, loss moderate. Pain in 
lower abdomen and moderate fever for two weeks. 

Fluctuating mass behind and to right of uterus; upper limit 
undefined ; diagnosed as pelvic abscess. 

Posterior colpotomy, but as bright blood escaped abdomen 
opened. Tremendous hemorrhage from near division of internal 
iliac vessels. Controlled as well as possible and rapid clamp 
hysterectomy with removal of right appendage. Patient died of 
shock shortly after operation, 

Pathological report : uterus moderate in size and endometrium 
normal; right tube and ovary normal; tissue removed from pelvis 
typical chorioepithelioma; no villi. Left tube and ovary showed 
no gross change at operation, so tumour considered primary in 
right broad ligament. 


5. Bergeret and Moulonguet,'’ 1923. 


Age 22; one miscarriage two years before operation, Curetted 
immediately after miscarriage and again six months later. Severe 
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loss after second operation followed by three months’ amenorrhoca 
and then profuse metrorrhagia till admission. 

Patient complained of severe pain in right flank of six weeks’ 
duration, but looked well and was not very anzemic. 

On examination, uterus normal in size, mobile and pushed to 
left by pulsating tumour size of adult fist and occupying base of 
right broad ligament. Another tumour, evidently an enlarged 
kidney, felt in right lumbar region and about size of foetal head. 
Temperature irregular. 

Diagnosis uncertain, but angeioma of broad ligament thought 
most probable. 

Abdomen opened. Base of broad ligament occupied by tumour 
size of fist and beating synchronously with pulse. Right tube and 
ovary raised by tumour but otherwise normal. Left appendage 
normal, Uterus pushed to left. Right ureter dilated to size of 
thumb. 

Uterus and tumour removed, former sub-totally. Kidney not 
interfered with. Recovered from operation. When seen a little 
later was in moderate health, but pulsating tumour had recurred. 

Histology : tumour consisted of blood vessels with a few areas 
containing typical chorioepitheliomatous cells. No villi. Uterus, 
tube and ovary normal. 

Authors lay stress on vaso-formative power of chorioepithelio- 
matous tissue, and compare with normal increased vascularity of 
uterus in presence of pregnancy. 


ANALYSIS OF OVARIAN CASES. 


The clinical details are incomplete in two cases, but a review of 
the remaining nine brings out the following points :— 

Age. The majority of the patients were young; seven out of 
nine were under 31 years of age. 

Previous pregnancies. In only one case had there been no 
previous pregnancy. The last recognized pregnancy was generally 
one to two years prior to operation. 

Symptoms. Irregular bleeding occurred in eight out of nine 
cases, and in five instances was preceded by a definite period of 
amenorrhoea. Abdominal pain was a constant symptom. 

Prognosis. Figures are available on this point for 11 cases and 
show that the prognosis is very grave. 

In my own case there was recurrence within five weeks of 
operation. Of the remaining ten cases seven were fatal, the 
majority soon after operation, and three recovered. Of the 
recoveries, one was well two years and another seven months after 
operation, but no details are available in the third case. 
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A Case of Complete Fibromyomatosis of the Corpus 
Uteri. 


By H. LerrH Murray, M. D. (Aberdeen), 


Hon. Surgeon, Hospital for Women, Liverpool; Hon. Gyneco- 
logical Surgeon, Northern Hospital, Liverpool, 


and 


Professor Ernest GLynn, M.D. (Cantab.), F.R.C.P. (Lond.), 


Hon. Consulting Pathologist, Hospital for Women, Liverpool; 
Pathologist, Liverpool Royal Infirmary. 


(From the Thompson Yates Laboratory, University of Liverpool.) 


THE condition described below is a rare one. 


The patient, a well-built and healthy-looking woman, aged 31, 
married 18 months, but without family, gave the following history. 
Menstruation began at 17 years of age, and was always painful 
during the first of a four days’ flow. The periodicity varied 
between 21 and 28 days, and for seven months previously there had 
been an excessive flow, without clots, lasting for six days. For six 


months an aching in the back and hips throughout the whole period 
had been rather troublesome. For a few weeks there had been a 
continuous ache in the right groin. She had noticed an increase 
of the abdomen “ for some months ”’ and, in spite of her menstrua- 
tion, was under the impression that she was well advanced in 
pregnancy. There had been no loss of weight and no urinary 
symptoms. The last period had occurred a fortnight before she 
came under observation on 6th August, 1923. 

Examination negatived any suggestion of pregnancy. The 
breasts were normal and the cervix and vagina unsoftened. The 
lower abdomen was occupied by a non-tender hard nodular tumour, 
reaching to half an inch above the umbilicus. This tumour, which 
bimanual examination proved to be uterine, was freely movable 
and unassociated with any free fluid. A sound penetrated five and 
a half inches. 

Operation on 8th August, 1923, disclosed a bossv_ uterus, 
not adherent except for a few filmy strands around the right appen- 
dage. The absence of free fluid was confirmed. The surface of 
the mass presented that reddish-blue colour, relieved by paler 
bosses, which suggests malignancy ; and incisions into two of the 
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Fig. 1. The external appearance of uterus and appendages 
showing the numerous irregular and interdigitating bosses 
(natural size). 
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Antero-posterior hemi-section through uterus and 
cervix. It shows: 1. The almost universal ‘ whorling 
2. Some temporarily cneapsulated subperitoneal bosses for 
boss a and c see figures 4 and 5; 3. The enlarged uterine cavity. 
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Fig. 3. Photograph of “ diffuse adenomyoma of uterus 
showing that “‘ the outer portions of the uterine wall consist of 
perfectiy normal muscle.’ Also “a small cyst with a smooth 
inner lining’? (from Cullen, p. 35). 
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Fig. 4. Semi-diagrammatic representation of the surface of 
three bosses a, b, and c, which were cut into four slabs I, II, III 
and IV, and examined at levels a, £, y, 8 (see Fig. 5). It shows 
the fusion of the bosses. 
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bosses showed that they were unencapsulated. A complete opera- 
tion was therefore carried out. 

The patient made an uninterrupted recovery and remains well 
to-day (8 July, 1924). 


Morsip ANATOMY. 


Macroscopic examination. The specimen consisted of the whole 
uterus and its appendages and weighed 2 lbs. 13 0zs. when fixed. 
The cervix and appendages were normal. The rounded enlarge- 
ment of the uterine body measured 6 ins. long, 5} ins. broad, and 
6 ins. antero-posteriorly. The whole surface was studded with an 
aggregation of rather pale bosses, varying from a quarter to 1} ins. 
in diameter and raised above the surface, at the most half an inch 
and usually a quarter of an inch or less; one boss sometimes 
interdigitated with its neighbour by lateral processes (Figs. 1, 4, 
and 5). The tumour was split in half antero-posteriorly right 
through the body and cervix and a slab, a quarter of an inch thick, 
was then removed from one half. The uterine cavity ran through 
the middle like a core to within 13 ins. of the upper margin; the 
uterine mucosa was slightly thicker than normal. The lateral walls 
were of equal thickness and rather rapidly thinned out at the level of 
the internal os (Fig. 2). The consistence was firm throughout. 
The cut surface exhibited from the endometrium outwards a pale, 
whorled appearance produced by diffuse fibromyomatous hyper- 
plasia. The whorling was rather more developed than that usually 
present in actively growing and undegenerated fibromyomata. The 
whorling reached the peritoneal coat and produced the irregular 
bosses already described; they were not limited externally as in 
some of the more diffuse adenomyomata, by a ‘‘ mantle of healthy 
muscular tissue ’’ (Cullen, see Fig. 3). There was no evidence of 
adenomyomatous tissue nor of cavity formation—even though the 
cut surfaces were examined with a hand lens. 

The whorls were not circumscribed except sometimes in a 
narrow area immediately under the peritoneum (see Fig. 2). Here 
some formed smaller bosses of from } to 2 in. diameter which 
appeared to have definite capsules. A careful examination was 
made, however, of these subperitoneal bosses, by macroscopic 
sections at different levels. It demonstrated conclusively that they 
were only partially and locally encapsulated, for some portions 
invariably fused intimately with their neighbours and with those 
forming the rest of the tumour (see Figs. 4 and 5). 

Microscopic examination. Paraffin sections were cut of eight 
large blocks of tissue removed from different portions of the 
tumour, including the uterine mucosa of the fundus. They were 
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stained by hematoxylin and eosin, by van Gieson and lastly. by 
Verhoeff for elastic tissue. 

All the sections showed the usual appearance of an actively 
growing and undegenerated fibromyoma. The unstriped muscle 
formed on the average about three parts and the connective-tissue 
one part, though the ratio naturally varied greatly in different 
areas. No trace of adenomatous tissue was found in any section. 

Ordinary blood-vessels were at least twice as numerous and on 
the average much larger than those seen in sections of fibroids 
from 20 other cases; this difference was easily demonstrated by 
examination with a lens magnifying 10 diameters. The vessels 
were even more numerous than those in the muscle of the normal 
premenstrual uterus. 

The most striking feature, however, was the appearance of 
capillaries and arterioles of an embryonic or nzevoid type which 
could be found in some part of each section. They usually occurred 
in small groups, often large enough to fill the ordinary low power 
field of the microscope; one to three of these groups were found 
in most of the sections (Figs. 6 to 9). The capillaries or arterioles 
sometimes occurred singly; a few sections contained only one or 
two of these and no groups. These grouped or single vessels 
were usually surrounded by connective-tissue, but occasionally 
by muscle with which the capillary walls gradually fused (Fig. 7). 

All stages could be traced from a developing capillary without 
a lumen to a normal arteriole; the relation to the veins was less 
obvious. There was apparently no connexion with the lymphatics. 
The walls of the capillaries and sometimes of the developing 
arterioles were two or three times the usual thickness (Fig. 8), and 
the nuclei of the cells composing them larger and more oval than 
those of ordinary ones. In fact, the general appearance of grouped 
vessels somewhat resembled that of a ‘‘ hypertrophic’ nzevus, an 
example of which is shown in Fig. to, 

The distribution of the elastic tissue in the developed arteries 
was normal. 

The uterine mucosa was slightly thicker than normal from 
cedema in the superficial layers and glandular dilatation like that 
found in many cases of submucous fibroid. The epithelial cells 
were more cubical than normal near the fundus. 


COMMENTS. 


The main characteristics of this fibromyomatous tumour are its 
general involvement of the whole uterus except the cervix, and the 
absence of true encapsulation, also the absence of adenomyomatous 
tissue, 
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Fig. 6. The drawing of embryonic capillaries. Section stained by van 
Gieson. The capillaries are almost entirely surrounded by fibrous tissue. 
The spaces outside the capillaries are probably due to shrinkage. X 175. 


Fig. 7. Drawing of three developing capillaries. Section stained by 
van Gieson. It shows their fusion with the surrounding unstriped muscle. 
The spaces are probably due to shrinkage. X 250. 
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Fig. 8 Drawing of a developing arteriole and one capillary. It shows 
the thick wall of the arteriole—the endothelial lining is lying loose in the 
lumen. The surrounding tissue is fibrous tissue. x 250. 
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Fig. 9. Photograph of embryonic capillaries mainly surrounded by 
fibrous tissue. The spaces outside the capillaries are probably due to 
shrinkage. X 250. 
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Fig. 10. Photograph of hypertrophic nevus from a child. The red blood 
corpuscles are not shown. X 250. 


Fig. 11. Photograph of a uterus showing a general ‘ myo- 
matous tendency ” (from Kelly and Cullen, p. 4). 
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We have only found one similar case mentioned in the literature, 
viz., Cullen’s, but his description of it is brief and his illustration 
shows a much less extensive growth (Fig. 11). 

Nomenclature. Cullen labels his specimen as “ general 
myomatous tendency.’’ We suggest that complete fibromyoma- 
tosis is much more in keeping with ordinary pathological 
terminology. The ending ‘‘osis’’ is frequently used to describe 
diffuse proliferation of a neoplastic type in various connective- 
tissues. Thus we have (1) lipomatosis, as in Dercum’s disease, 
where diffuse fatty tumours occur on the shoulders; (2) neuro- 
fibromatosis, as in von Recklinghausen’s disease ; (3) myelomatosis, 
a term applied by Adami to multiple myelomatous tumours asso- 
ciated with Benc-Jones’ albumosuria ; (4) fibromatosis, which occurs 
in the prostate or breast. ‘‘ Here there are localized areas of fibrous 
tissue growth, forming tumour-like nodules, which are not 
encapsulated but gradually fade off in surrounding tissue. They 
are frequently multiple, and often contain glandular elements ”’ 
(Kettle). 

We are unable to explain the pathology of our case, but it is 
probable that the remarkable vascular proliferation is in some way 
associated with it. 
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Paravaginal Lipoma weighing Seventeen Ounces. 


By H. Leiry Murray, M.D. (Aberdeen). 


THE specimen herewith described was removed on July 18, 1923, 
from a married woman, aged 25, who gave, when first seen at the 
Out-Patient Department of the Hospital for Women on July 16, 
the following remarkable history, confirmed in all essential details 
by Dr. Swan, of Rock Ferry, who sent her to me. 

As the result of a diagnosis, in August 1922, of ‘“‘spinal disease”’ 
by the medical man who then saw her, she was sent to a Union 
Infirmary, where she remained in bed in a spinal splint for ten 
months. Her only complaint at that time was pain in the back. 
She was told that she had disease of the spine, and that an abscess 
had formed. She was pregnant at the time, and in December 1922 
had induction carried out at 32 weeks, in view of the obstruction 
caused by the “‘ abscess.’’ 

She was released from the splint in May 1923, and was 
discharged from the Infirmary as ‘‘ improved.’”’ Symptoms of pain 
and swelling in the abdomen and, as a new development, a swelling 
‘near the back passage ’’ persisted, and Dr. Swan was called to 
see her. Her sent her forthwith to Hospital. 

Examination showed nothing abnormal in the abdomen. The 
right buttock to the inner side of the gluteus maximus presented a 
localized prominence of about two inches, with a diameter of three 
inches. Its consistence was soft and almost, but not quite, cystic. 
Vaginal examination showed it to be continuous with an elongated 
swelling on the right side of the vagina, extending as high as the 
finger could reach. The vagina was norrowed laterally by the 
growth, but the normal uterus was not displaced to any palpable 
extent. The left side was normal, 

The hip joints, spine and sacro-iliac joints were very carefully 
examined, with a negative result, and in the end a tentative 
diagnosis of pelvic lipoma with extension to the thigh was made. 

The operation was both easy and rapid. A two and a half inch 
incision over the prominence on the inner side of the buttock, when 
it had been extended through the fat and the fascia beneath, 
liberated the lower pole of a lobulated lipoma, which could readily 
be traced upwards behind the pubic arch towards the vagina. 
Under the anzesthetic it was just possible to get above the para- 
vaginal part of the mass, and, by firm pressure from above in the 
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The photograph shows the flattened para-vaginal 
part, the narrow retro-pubic isthmus, and the rounded 
extra-pelvic mass. 
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vagina and gentle traction from below, the whole tumour was 
readily enucleated. Suture of the lower part of the cavity and 
compression of the upper part by vaginal packs led to a rapid and 
complete convalescence. The patient has remained quite well ever 
since. 

The specimen proves on examination to be a typical and true 
lipoma, hour-glass in shape, with a total length of seven inches, and 
a weight of 17 ounces. The upper lobe is three inches long and 
rather flattened, the junction is about three-quarters of an inch long 
and not more than an inch in diameter, and the lower lobe is three 
and a half inches long and more rounded. It has to be noted that 
the whole specimen was removed intact as one mass. 

There can be little doubt that the specimen is a retroperitoneal 
lipoma occurring at an uncommonly early age, and with an unusual 
development downwards. These interesting tumours do not often 
come under the survey of the gynecologist. Their tendency seems 
to be to develop above the true pelvis and to extend upwards along 
the line of least resistance, towards the renal region. In Keen’s 
‘* Surgery ’’! it is stated that retroperitoneal lipomata originating in- 
the iliac fossa may push under Poupart’s ligament and appear as 
tumours in the upper thigh. In the case now recorded the 
communication between the upper and lower poles was definitely 
behind the pubic arch. 

The case seems to be comparable with those lipomata of the 
broad ligament described by Griffith? and by Lockyer In the 
former the tumour is described as a fibro-lipoma, and in the latter 
there was an association with a dermoid in the opposite broad 
ligament. Griffith quotes Adami as saving that retroperitoneal 
lipomata are more frequent in women than in men, in the proportion 
of 25 to 16, and that the right side is the commoner, 


REFERENCES. 
1. Keen’s Surgery,’ 1900, iii, 758. 
2. Griffith. Proc. Roy. Soc. Med., October 1916, p. 1, Obstet 
3. Lockyer. Proc. Roy. Soc. Med., 1919, p. 195, Obstet. 


Telangiectatic Fibroma of the Labium Majus Exhibiting 
Unusual Features. 


By James Haic Fercuson, M.D., F.R.C.S. (Ed.), 
Gynecologist, Royal Infirmary, Edinburgh. 


THIS case presents several points of clinical and pathological 
importance. It provided those of us who saw it with many 
difficulties and anxieties, both in diagnosis and management, the 
record of which may prove helpful to others should they happen 
to meet with a similar condition. 

The case is shortly as follows :— 

C.J., an otherwise healthy and well-nourished virgin, aged forty, 
was admitted to Ward 36, Royal Infirmary, in 1918, with a large 
interstitial fibroid of the uterus about the size of a seven months’ 
pregnancy. The tumour was apparently growing fairly rapidly, 
and the chief symptoms the patient complained of were those of 
pressure mainly on the pelvic viscera, and producing inter alia 
obstruction to the venous circulation of the left lower extremity. 
The condition was in fact one of subacute phlegmasia causing 
considerable pain and some pyrexia. A certain amount of improve- 
ment occurred with rest in bed, but only to a limited extent, and I 
therefore decided to operate in spite of the presence of phlebitis. 
| removed the tumour by a supravaginal hysterectomy, leaving 
both the ovaries, which were normal. The patient made an 
uneventful and rapid recovery, her leg gradually diminished in 
size and she was able to return to her duties as a monthly nurse 
within six months. I had some difficulty in persuading her not 
to begin work earlier, but I was naturally anxious that her leg 
should be thoroughly well first, and she has had no trouble with 


it since. IT mention this preliminary illness as it has some bearing 
on subsequent developments, 


In 1921, the patient had a fall on her cocevx which shook her 
considerably, and shortly thereafter she noticed a swelling in the 
left labium majus. For two years this swelling gradually increased 
in size. The patient had practically no pain, only occasional 
twinges which seemed to radiate into the vagina; there was, 
however, very considerable discomfort on sitting down, especially 
after standing or walking for any length of time. The swelling 
was tender and troublesome mainly because of its bulk. 
Karly in 1922 the patient consulted me because of the swelling. 
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She told me that another doctor had seen it some months before 
and said it was a hernia. I told her [ thought it was a fatty tumour 
and advised her to have it removed. I may add that the patient 
had never at any time suffered from any obstructive or other bowel 
symptoms, and though siie thought the tumour varied a little in 
size from time to time it never had been reduced by taxis, and it was 
undoubtedly slowly increasing in size. I myself found it was 
irreducible and somewhat adherent to the skin, and I could find no 
impulse on coughing. 

Bearing in mind, however, that it had been diagnosed earlier as 
a possible hernia, | asked her to see Mr. Struthers, who having 
first satisfied himself after a chloroform examination that the 
swelling was really limited to the perineal region and had no 
relation to the abdomen, decided to operate, expecting to find a 
comparatively simple condition. 

Mr. Struthers operated on gth May, 1922, and found an 
exceedingly puzzling and diflicult state of matters which he well 
describes as follows :— 

** | came down on what looked like a bladder wall, but it seemed 
to have no relation to the bladder for there was no sign of a diverti- * 
culum. | cut into it, and eventually found my way into a long 
protrusion which seemed as if it might be related to the peritoneal 
cavity, and coming down alongside the bladder and vagina under- 
neath the symphysis pubis. The upper end was so inaccessible 
that it seemed impracticable to deal with it from below. The 
perineal wound was accordingly closed on the supposition that the 
condition would require to be dealt with through the abdomen. 
My present impression is that it is some extraordinary kind of 
hernial protrusion possibly following the hysterectomy of four 
years ago.” 

The patient soon recovered from this exploratory operation, but 
the swelling of course remained, and continued steadily, though 
slowly, to increase in size. 

Mr. Struthers came to the conclusion that the condition might be 
a variety of levator hernia (pudendal hernia), of which thirteen cases 
in all have been reported (two by Astley Cooper and one as far 
back as 1769) by Chase.’ All these recorded cases, reported in 
detail, seem to have been in parous women, one after delivery with 
the forceps associated with vesico-vaginal fistula and fractured 
pubes. 

The circumstances in the present case were entirely different ; 
there were no evidences of congenital deficiency of the floor or walls 
of the pelvis, and I could not agree with Mr. Struthers that the 
previous hysterectomy could possibly be a factor in the production 
of the condition. 
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Meantime the patient had resumed her work in spite of her 
increasing discomfort. Having the misfortune to meet with a 
motor accident, which resulted in a Pott’s fracture, she was taken 
into the Royal Infirmary, where, by a curious coincidence, she 
found herself again under Mr. Struthers’ care. On recovery from 
her accident she made up her mind that something must be done 
for her labial swelling as the condition was becoming intolerable. 

As Mr. Struthers was of opinion that there was _ possibly 
some connexion with the peritoneal cavity and the labial swelling, 
we decided to open the abdomen first to clear up the matter: 
bearing in mind that Chase had convincingly brought out in the 
description of his case of pudendal hernia that operation by the 
combined route gave the best results, and that the first step should 
be the exploration of the abdomen. The abdomen was therefore 
opened, and no protrusion of bowel, omentum, or peritoneum 
through the floor of the pelvis could be found. Everything was 
absolutely normal in the pelvic diaphragm as seen from above. 
The two small atrophic ovaries were recognized, and there were no 
adhesions or other abnormalities to be discovered. Vaginal, and 
rectal bimanual examination with one hand in the abdomen, failed 
to establish any connexion between the labial swelling and any of 
the abdominal contents, 

The patient made a rapid recovery from the operation, and in a 
fortnight’s time was transferred to Ward 36 to have the perineal 
swelling attended to. 

On admission to Ward 36 in August, 1923 (her age being now 
forty-five), the condition was as follows :— 

There was a pendulous swelling coming down from and involv- 
ing the left labium majus. It was the size of a large Jaffa orange, 
and it tended to extend backwards towards the anus. The skin 
over it was smooth and unchanged in colour, and a cicatrix was 
visible towards its base, where the skin was adherent. The swelling 
was soft and not reducible, and there was no impulse on coughing. 

I operated on the 13th August, 1923, making a free incision over 
the swelling and separating it from its skin covering. The tumour 
was densely adherent to the surrounding parts, especially 
posteriorly. In its lower part the growth was in close relationship 
to the anterior wall of the rectum, and it extended upwards and 
forwards until the upper limit lay well up behind the symphysis 
pubis. During the process of dissecting it out the tumour gave one 
distinctly the impression, both from its appearance and from its 
consistence, that one was pulling out a piece of intestine. 

After removal, the tumour was found to consist of solid eedematous- 
looking tissue, measuring 2 feet 2 inches (66 centimetres) in length ; 
at its lower part it measured 3 inches in diameter, tapering off till, 
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where it lay behind the pubes, it was about the thickness of a finger. 
(Coloured Plate). There was no lumen. The upper part was 
ligatured as far up as possible in the region of the bladder and 
severed. A smaller portion of the tumour was found lying 
near the rectal wall, apparently separate from the main mass, and 
this was also removed. 

The cavity left after removal of the tumour was obliterated with 
catgut sutures, the redundant skin was removed and the wound 
closed without drainage. 

The patient made an uninterrupted recovery and was discharged 
well, with a firmly healed scar, on the 3rd September, 1923. She 
has since returned to her nursing duties. 

The tumour has been examined by several pathologists, who 
vary a little in their reports, chiefly, I think, owing to the fact that 
some of the early slides were taken from a portion of the tumour 
which did not stain well. Dr. Dawson has taken infinite troubie 
in the matter, and has succeeded in getting some excellent sections. 
His report is :— 


A Telangiectatic Fibromyoma (with hyaline degeneration).— 
The fundamental structure underlying the different portions of the 
tumour is that of a fibromyoma, with advanced hyaline degenera- 
tion and marked oedema (Figs. 1 and 2). 

Sections taken from different parts all show this fibromyomatous 
structure, but in some areas the unstriped muscle fibres have 
undergone almost complete atrophy. 

The pressure to which the tumour growth has been subjected 
has possibly accounted for the elongated form which it has 
assumed: growth having taken place along the line of least 
resistance. 

In addition to the underlying basic structure, secondary 
angiomatous formations (Fig. 3)—both capillary and cavernous— 
have occurred. These have been determined in part by the 
obstruction to the capillary supply of the growing tumour--and 
in less part by a capillary new-formation secondary to small 
hemorrhages. Numerous phagocytic cells containing blood pig- 
ment are present in these areas. 

There are, further, focal areas consisting of foreign-body giant- 
cells around the remaining strands of the dissociated ligatures 
(Fig. 4). A few nerve-twigs are present in the loose outer parts of 
the growth. 


No evidence of gland elements could be found in the portions 
sectioned. 


Mr. Greig is inclined to think, from the slides which he 
examined, that the tumour is an exaggerated overgrowth of a 
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neurofibromatosis which will show its generalized tendencies later 
on. The more recent sections, however, which Dr, Dawson has 
made hardly bear out this contention. 


The only cases at all resembling the one | have described 
which I have been able to find recorded in literature are :— 


(1) A myxoma of the vulva described by Simpson. In this 
case the tumour became ulcerated, and hemorrhage took place. 
Histologically the tumour was composed of myxomatous tissue 
with strands of fibrous tissue. ; 

(2) A teratoma of the labium majus (intestinal occlusion) 
reported by Duclaux and Herrenschmidt.? In this case the woman 
was twenty-four years of age and the tumour was the size of a goose 
egg. ‘Lhe tumour was congenital, and, according to the patient, 
had not increased in size to any appreciable extent. It was not 
painful, but only embarrassing from its size. It had a small violet- 
coloured opening on the free border of the labium majus, with 
numerous circular creases or folds exactly like that of an iliac anus, 
and opening into a cul-de-sac 5 or 6 centimetres long, from which a 
little muco-purulent fluid oozed. This patient had a double vagina 
and a double uterus. The naked-eye appearance of the tumour 
after removal resembled a lipoma, The tumour was removed by 
Segond, the operation presenting no difficulties as it shelled out 
very easily. 

The microscopic examination showed mucosa of large intestine, 
and more especially rectal mucosa. The authors came to the 
conclusion that it was a case of foetal inclusion of one or more pieces 
of hind-gut in the surrounding tissue, isolated, perhaps, from the 
cloaca by an irregular partition. The anus was normal. 


Since writing the above Mr. Greig has kindly furnished me 
with the following references to similar cases :— 

W. Lawrence‘ records a large cellular tumour occupying the 
labium pudendi which was thirty-two inches in its largest circum- 
ference. It was growing inwards along the side of the vagina. 
It recurred during pregnancy and was again operated upon. 
Lawrence refers to a similar tumour removed by Earle of St. 
Bartholomew’s Hospital. 

Fleming reports® a labial tumour which was separated chiefly 
by traction from the neighbourhood of the sacro-sciatic ligament. 

Paget® records the removal of a tumour from the labium of a 
woman of sixty and another from a woman o/ thirty-four. He 
refers to a specimen, weighing 10 pounds, removed by Liston and 
now in the Royal College of Surgeons’ Museum, London. These 
are referred to as fibro-cellular tumours. 
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Stelwagon’ describes dartoic myomata which grow from the 
scrotum or labia and are often pedunculated and usually telangiec- 
tatic (Myoma telangiectodes).. He thought they might have 
developed as myoma around the walls of blood-vessels in the 
corium. 
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A Case of Ovarian Pregnancy. 


By A, LeyLanp Rosinson, M. D. (Lond.), F.R.C.S. (Eng.), 
Honorary Assistant Surgeon, Hospital for Women, Liverpool, 
and the Maternity Hospital, Liverpool. 


ALTHOUGH ovarian pregnancy can no longer be regarded as a 
pathological curiosity, the number of completely convincing cases 
already published is certainly not large. In many of the records 
the author fails to give the essential details of gross and minute 
anatomy, by which alone the diagnosis can be determined and the 
claim to ovarian origin be substantiated. That Cuthbert Lockyer, 
after a critical survey of 42 cases, should be compelled to reject 20 
as non-proven illustrates the difficulty of forming an estimate of 
the real frequency of this condition, and throws considerable doubt 
on such statements as that of Brookes and Charpier, who assert 
that 72 cases of ovarian pregnancy are on record. 

Frequency, in any case, is merely a relative term owing to the 
impossibility of estimating the number of cases that terminate 
spontaneously, whilst, of those coming to operation, some are 
frankly missed and others, whose true nature is suspected, are not 
sufficiently definite to warrant publication, 

Such missed or unconfirmed examples may well amount to a 
large number, for in early stages of ovarian pregnancy the position 
of the ovarian haematoma is easily demonstrable, but multiple 
sections may fail to reveal any evidence of its true nature. In 
advanced cases in which the presence of conceptional products is 
obvious, the gestation sac often produces such a confusion of 
anatomical detail and obliteration of landmarks that it is impossible 
to demonstrate, or even to determine, the exact site of primary 
implantation. 

The specimen now to be described was removed from a single 
woman aged 32, who had suffered from rheumatism in childhood and 
anemia since puberty. Apart from pneumonia to years ago there 
was no history of acute infection, and in particular no sign of 
vaginal discharge or venereal disease. The menses began at 14 
years of age, were regular every four weeks, and lasted six to seven 
days; the flow was moderate in quantity and associated with slight 
premenstrual and menstrual pain. The periods had always been 
regular until the onset of the present illness, which began two 
months before admission to hospital, with colicky right-sided 
abdominal pain and irregular vomiting. 
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The patient stated that the onset of the pain suppressed the 
period then due, but that bleeding began a fortnight later and had 
been more or less continuous ever since. 

On examination per rectum—for although the vagina admitted 
one finger without much difficulty, the hymen was present and 
almost intact—the uterus was found to be pushed over to the left 
side by a tender mass low down in the right fornix. 

In view of the apparently virgin condition of the patient the 
diagnosis of ectopic gestation was not seriously entertained, in 
spite of the suggestive nature of the clinical history, but the 
symptoms were considered to be due to an ovarian cyst with a 
twisted pedicle. 

On opening the abdomen there was no free blood, either old or 
recent, in the peritoneal cavity. The tender mass felt per rectum 
was found to be the right ovary and a contained blood cyst (blasto- 
cyst). The right Fallopian tube was neither enlarged nor fixed, its 
fimbriated extremity was perfectly free of both ovary and cyst wall, 
and it appeared quite healthy; the left appendages were normal. 
The uterus was not noticeably enlarged nor were any congenjtal 
abnormalities or acquired pathological changes found in the pelvic 
organs, apart from the right ovary which was alone removed. The 
specimen consists of one-half of the ovary and contained cyst cut 
in mesial section. 

The ovary proper contains a number of corpora lutea and a few 
small hemorrhagic cysts; springing from one pole there is a mass 
of encysted blood-clot forming a typical haematoma and containing 
a small cavity lined by thin translucent membrane—the remains 
perhaps of the amniotic sac (see coloured drawing). 

Macroscopic examination alone leaves little doubt that the blood 
cyst is embedded in the ovary and not merely attached to its 
surface, but any uncertainty that may exist is removed by the 
microscopic sections, which show ovarian stroma and lutein tissue 
in the cyst wall external to the blood-clot. 

Having demonstrated its position it is of course necessary to 
prove the conceptional origin of this haematoma—which might 
otherwise be attributed to simple traumatic hemorrhage into a 
graafian follicle or some other type of cyst. 

This proof is also furnished by the microphotographs, which 
show the presence of villi in various stages of degeneration and also 
an island of particularly characteristic decidual cells. 

It, as it appears, both position and nature of this sac are clear, it 
is unnecessary to enumerate the requirements of Spiegelberg, 
Leopold, Werth and others and apply them individually to this 
specimen, because an intra-ovarian blastocyst must of necessity 
imply a primary ovarian implantation of the ovum. 


Hypertrophic Elongation of the Cervix Uteri following 
Ventral Fixation for Prolapse. 


By FitzGisspon, M.D. (Dublin), F.R.C.P.L,, 
Master, Rotunda Hospital. 


THE accompanying photograph and notes of the case may be 
interesting as illustrating the manner in which supravaginal 
elongation of the cervix uteri occurs. 

Mrs. B. G., aged 50, married 14 years, had one child 11 years 
ago, and since her confinement complained of a feeling of pressure 
inside the vagina and on the vulva, particularly when walking. 
Between three and four years after her confinement she was operated 
upon for the relief of her symptoms. A laparotomy was done, 
and the uterus was evidently firmly fixed into the abdominal walls. 
No accurate account of this operation could be obtained, but the 
photograph shows (at the upper pin) the extensive and firm attach- 
ment of the uterus where it was separated from the abdominal walls. 
This operation relieved the patient of symptoms for a short time, 
but the feeling of pressure returned and for the past four years a 
lump protruded through the vulva. This was kept inside by means 
of a pessary, but the symptoms were not relieved, and of late the 
pessary has not been efficient. The menopause had been passed 
normally about four years ago. 

On examination the cervix was found to project about two inches 
outside the labia while the fundus could be palpated in close contact 
with the abdominal walls just above the pubis. The vaginal walls 
came down with the cervix, but there was no cystocele, and the 
perineum, which had been repaired, was fairly good with no bulging 
of the rectal walls. The vaginal fornices were very low. I decided to 
perform a vaginal hysterectomy and then to suspend the vagina by 
the parametric tissue brought across and united in the middle line. 
The only point of doubt was the attachment of the fundus to the 
abdominal wall. The operation suggested was carried out, and 
when the whole uterus was freed from its normal attachments, firm 
traction and pressure above the pubis brought the suspension point 
into view. The fundus was close to the abdominal wall, attached 
by a dense fibrous band about an inch by half an inch thick and 
not more than a quarter of an inch long. This was cut through. 
The operation was completed by uniting the lateral ligaments of 
the uterus and stitching these and the utero-sacral ligaments into 


412 


“OZIS 
isnajoid Aq osdvy 


OYIVUL Sursnvo UOHUNY [VAQUOA 


-ord puv p 


Jo uoniod [vuLsvA Jo ploiqny 


toy 
JO 


ae 
: 


Hypertrophic Elongation of the Cervix Uteri 413 


the vaginal walls and so closing the uterine ring through the 
parametrium, and then building up the perineum. No vaginal 
mucous membrane was removed except a small ring round the 
cervix. The photograph shows the uterus with an inch rule along- 
side. The body is seen to be very little elongated, and otherwise 
of the normal post-menopause atrophied type. The anterior pouch 
of peritoneum was deep between the uterus and the bladder. 
Douglas’ pouch was also very deep. From the level of the internal 
os, as marked by the lower pin, to the tip of the cervix is rather 
over four inches. There were no lacerations of the cervix. 

I think the specimen very perfectly illustrates how the cervix will 
hypertrophy and elongate as the result of the downward drag on its 
lower parts when the normal supports of the vaginal fornices are 
absent and the body is prevented from following by being fixed 
above, 

When the patient left hospital the vagina was four inches long 
from the anterior edge of the perineum to the top of the posterior 
fornix with wide, well-elevated lateral fornices and the anterior 
vaginal wall and bladder well up behind the pubis. , 


FIBROID IN VAGINAL PORTION OF CERVIX SIMULATING PROLAPSE. 
The second illustration is of the complete uterus removed by 


vaginal hysterectomy from a nulliparous woman. It shows a small 
post-menopause body, slight elongation of the supravaginal portion 
of the cervix and very great enlargement of the vaginal portion, 
partly due to the presence of a fibroid, but also due to considerable 
hypertrophy. 

When the patient presented herself at the hospital the cervix 
protruded five inches outside the vulva, was very indurated with a 
very fungating erosion of the os. The appearance suggested 
prolapse but on examination the vagina was found to run up from 
the vagina almost the normal length, with a small uterus above. 
After some days’ fomentation the tumour was able to be replaced 
in the vagina and underwent a further reduction in size before 
being removed by vaginal hysterectomy. 

The illustration of this specimen is an interesting contrast to 
the case of supra-vaginal hypertrophy due to prolapse of the vagina 
and cervix when the fundus was fixed to the abdominal wall. 


Ectopic Gestation in Chinese Women. 


By Artnur W. Woo, M.B., B.S.(Lond.), M.R.CS., L.R.C.P. 


(Contribution from the Department of Obstetrics and Gynzecology, 
Peking Union Medical College.) 


INTRODUCTION. 


IN spite of the experience of one who recently wrote that he had 
not seen a case of ectopic gestation in his 21 years’ residence in 
China, the condition is by no means rare, probably no rarer than in 
Western countries. 

That we do not see these cases oftener may be attributed to two 
reasons. One is the patient’s prejudice against foreign methods 
and foreign doctors; the other is that the cases are not diagnosed. 
In Peking, where of recent vears the former objection is passing 
away, we have not a few cases coming to our clinics. 

The Chinese cases collected during the study of this subject 
number 54. They are derived from the following sources :— 


Peking Union Medical College Hospital a 
Sleeper Davis Hospital, Peking ... 
Women’s Hospital, Kai-feng-fu 

Yung-chun Hospital, Fukien 

German Hospital, Peking 

British Charitable Hospital, Peking 

Private practitioners 

Reported in China Medical Journal 


These cases come from the following provinces: Anhwei, 
Chihli, Fukien, Honan, Kiangsu, Kwangtung, Shantung, Szechuan, 
Formosa (Hospital for Chinese). Details of a few of the most 
interesting of these cases will be found in the appendix. 


History. 
It will not be out of place, in connexion with this subject of 
“ Ectopic Gestation among Chinese,’’ to mention that the first case 
recorded in the history of medical literature was that described 
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by Albucasis, an Arabian physician living in Spain about the 
middle of the 11th century. His case was that of an advanced 
extrauterine gestation in which the bones of the child were extruded 
from an aperture near the umbilicus. 

In China, owing to the conservatism of the people and the lack 
of proper hospital facilities, reports of ectopic gestation have been 
few in number. I can only find four reports of this condition in the 
medical literature in English published in China. See Maxwell,? 
Reifsnyder,t Robertson,® Vickers.® 

The occurrence of ectopic gestation in Chinese women was also 
mentioned in some of the Hong Kong Government Reports, and 
within the last year Gibson! has published an account of some cases 
occurring in Chinese women in Hong Kong. 


FREQUENCY. 

In China, owing to the lack of a Bureau of Vital Statistics, and 
also to the fact that so many confinements take place at home 
without proper medical attendance, it is impossible at the present 
time to give any reliable statistics comparing extrauterine with 
intrauterine pregnancy. It is interesting, however, to find that in 
the Peking Union Medical College there have been no fewer than 
13 cases in a little over two years. 


AGE. 

Our series of cases ranged from 24 to 39 years of age, and 
72 per cent. of them were 30 vears or over. In view of the fact 
that Chinese women as a rule marry young, it seems that the 
majority of these cases occur within the second decade of their 
married life. Several cases gave a clear history of a prolonged 
period of sterility prior to the ectopic gestation. 


VARIETIES. 
The relative frequency of the various forms of ectopic pregnancy 
is somewhat difficult to determine. The analysis of our cases, based 


upon the orignal point of implantation of the fertilized ovum is as 
follows :— 


Ampullary 

Isthmial 

Interstitial or cornual 
Not obtainable 


But the majority of these 30 undoubtedly started as ampullar or 
isthmial pregnancies. 
The above table shows that the cornual variety is undoubtedly 


the rarest, and the ampullar pregnancy is more common than the 
isthmial. 
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There has not yet been a proved case of ovarian pregnancy 
reported from China. 


The following table gives the relative frequency of the affected 


tubes :— 


Not known ... 


ETIOLOGY. 


What are the causes of extrauterine pregnancy ? Speculation 
on the subject has gathered an immense mass of literature, most of 
it comparatively worthless, and even now it cannot be said that the 
question is a settled one. Most of us will agree that the cause must 
lie in some interference with the passage of the ovum from the 
fimbriated extremity of the Fallopian tube to the uterine cavity. Iam 
strongly of the opinion that gonorrhoea plays a most important part 
as a predisposing factor. By getting rid of this infection, or 
diminishing it, the cases of ectopic gestation will automatically 
decrease. At some future date when western methods of treatment 
are adopted throughout China we may find, on comparing the areas 
where venereal disease is common with those where its ravages are 
slight, that the latter will have the smallest number of such cases. 
But obstruction due to bands or adhesions also plays its part (see 
Appendix, Case 9). 

Every specimen which has come into my hands, including that 
of every case that was operated upon in the Peking Union Medical 
College, was thoroughly examined and microscopic sections made. 
Several cases showed definite salpingitis of the opposite Fallopian 
tube. Adhesions around the affected tubes were quite common. 
Nearly every section examined microscopically showed definite 
inflammatory reaction in the tubal wall, and also changes within the 
tubal lumen, such as hypertrophy and adhesion of the tubal folds. 
False diverticula were occasionally present. The majority of the 
patients gave a history of gonorrhoeal infection. A great deal of 
work has yet to be done on the subject. The following note will 
explain what I mean. 

In one of my cases it was noted at the operation that the left 
Fallopian tube was apparently closed and the condition was deemed 
to be due to old salpingitis. About nine months later she was 
examined by Rubin’s test to determine the question of the patency 
of this tube. Oxygen was found to pass freely under low pressure 
into the abdominal cavity, proving that the tube had again recovered 
and these adhesions had disappeared. 
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Fig. 1. Pregnancy in Fallopian tube, unruptured. Case 1. 
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Fig. 2. Pregnancy in unruptured Fallopian tube, laid fully open. 


25 
4 
: 
j 
j f 
* 
Bs 
As. 
“34 
: 
: 
% ‘ 
. 


q 
% 


-tay of Case 1. Foetus in situ. 
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Fig. 5. Specimen laid open to show embryo. 


Fig. 6. Rupture into broad ligament. Case 3. 
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Fig. 7. Foetus and placenta after removal. 


ig. 8. Rupture of Fallopian tube at ampulla. 
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Ovum unopened. 


Fig. 10. Ovum opened. 
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TERMINATIONS. 


The following terminations of tubal pregnancies have been 
noticed :— 


Tubal Mole, 

Two specimens in my series show that gross evidence of preg- 
nancy has disappeared, leaving the distended tube filled with 
organized clot. Microscopic sections revealed chorionic villi in the 
tubal wall, The specimen of Case 2 shows the foetus still intact, 
and the tube greatly distended, but not ruptured. (Figs. 4 and 5.) 

A tubal mole is often expelled from the tube, either by a process 
of tubal abortion, or through a rent in the tubal wall. (Figs. 8, 9 
and 10.) . Rarely it may become a calcified mass as in a case 
reported by Maxwell.? 


Tubal Abortion. 

Case 4 in the appendix illustrates complete tubal abortion, which 
as a rule is common in ampullary gestation. In four cases out of 
eight abortion took place after the eighth week. 


Tubal Rupture. 

(a) Intraperitoneal. In one case the whole ovum, containing a 
small embryo and surrounded by blood-clot, escaped through the 
rent into the peritoneal cavity. (Figs. 8, 9 and 10.) 

(b) Intraligamentous. In our series of 54 cases there are at least 
five such lesions. More careful investigations may find this to be 
not so rare after all. Case 3 shows where the rupture originally 
took place between the broad ligament with the placental attachment 
partly on the tube and partly upon the pelvic connective-tissue, but 
the amnion escaped unruptured, and pregnancy went on to three 
and a half months before surgical interference took place. The 
operation was not easy, and there was some difficulty in removing 
the whole of the placenta which was firmly adherent to the pelvic 
cellular tisues. (Fig. 6.) This variety of rupture is rarely accom- 
panied by severe hemorrhage into the peritoneal cavity. 

In considering the relative frequency between the two termina- 
tions of tubal abortion and tubal rupture accurate estimation cannot 
be made from such a small number of cases. The figures are :— 


Number of cases ... “a 
Other terminations or accurate details not known... 22 


Of these 22, six were cases which went to term and in which the 
foetus was dead. 
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There is one interesting case in my series, however, which at first 
partook of the nature of an abortion, and later proceeded to 
secondary rupture. Such cases, if seen and treated early, will be 
listed as tubal abortions, whereas in the case quoted, the patient 
refused operation till the last moment, time was given for secondary 
rupture to take place, and this case is listed only as tubal rupture. 


The Growth and Development of the Fetus while still Confined 
within the Fallopian Tube. 

This was in a patient from Canton with a very indefinite history, 
but on opening the abdomen a large mass found in the left iliac 
fossa, fairly firmly adherent to the uterus on the right, and to the 
parietal peritoneum and the broad ligament on the left, and 
particularly to the posterior wall of the pouch of Douglas behind. 
The right tube and ovary were normal, and there was no evidence 
of previous hemorrhage. On separating the tumour it was slightly 
torn apart, and the placental tissue and some blood-clot exuded 
from the ruptured spot. However, the tumour was separated from 
the uterus and broad ligament and removed in one mass. It was 
found to be a left tubal pregnancy which had not yet ruptured. 
It contained a living 43 months’ foetus. The mass was five inches 
long, largest circumference 1} inches, smallest 9} inches, and 
weighed 1} lbs. Figs. 1, 2 and 3. (See Appendix, Case 1.) 


SYMPTOMS. 


-From the analysis of our series uterine bleeding occurred in no 
less than 77.3 per cent. of all the cases of tubal pregnancy. In this 
connexion it will be interesting to note that the frequency of the 
presence of the other two classical symptoms is as follows :— 
Abdominal pain, 90.9 per cent.; history of amenorrhoea, 63.7 per 
cent. 

In a broad ligament rupture the shock is much less marked ; 
the symptoms are less severe and are comparable with those of tubal 
abortion. See Case 3 in the Appendix. 


Cases in which the pregnancy proceeds without interruption. 

The case reported by H. R. Vickers® gives a good picture 
of this condition. In this instance the condition was that of a 
seven months living foetus, which had developed free in the 
peritoneal cavity after a previous rupture. In conclusion, he says : 
‘* Reconstructing the history of the case, it appears that the patient 
became pregnant about the third moon, the pregnancy occurring in 
the right tube. Amenorrhoea followed, but by the sixth moon the 
sac had grown large enough to require more space, and ruptured 
the tube; this was accompanied by uterine hemorrhage. The 
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internal hemorrhage was not very severe, and, though the sac itself 
was ruptured, that part of the chorion which was destined to form 
the placenta was not damaged sufficiently to overcome its vitality. 
The embryo continued to grow, the placenta forming around the 
site of rupture.’’ This case was fortunately operated upon, and 
recovered. 

In my list there were two cases under the care of J. L. 
Maxwell, of Formosa, in one of which the foetal bones were 
discharged per rectum, and in the other, similar bones were 
removed from the bladder. J. Preston Maxwell’s case had a 
sinus in the abdominal wall, close to the umbilicus, from which the 
bones of an arm had been extruded. Other bones were passed per 
rectum. A fourth case in which the bones were discharged per 
rectum has recently occurred at Nanking. This process of 
evacuation may be prolonged for years if not assisted artificially. 
The ultimate prognosis of these cases is not good, though some 
may recover. 


DIAGNOSIS. 


One of the cases we have collected is typical of the kind of 
difficulty met by the doctor in China. The patient undoubtedly 
had a tubal rupture, came to the hospital for operation, was given 
morphine in preparation, which ‘‘cured’’ her, and the family 


decided that since she was “‘ cured’’ she must not be operated 
upon! In this particular case the doctor put a small trocar into 
Douglas’ pouch, and thick black fluid came away. This practice 
has been advocated as a means of diagnosis, but is not one to be 
approved. 


After Rupture or Abortion. 

The hzmatocele may reach above the umbilicus. On two 
occasions the patients were able to tell us that they could feel the 
increase in the size of their lumps when the abdominal pain was 
worse, and its gradual diminution when their general condition 
improved. This is an important observation, and in one instance 
the writer was able to rely on that fact alone in making a correct 
diagnosis. 


During the Advanced Stages of Pregnancy. 

In Edgar Robertson’s case* there was a history of 24 months’ 
amenorrheea with feeling of movements in the tumour, lasting from 
the fourth to the seventh month. Such symptoms are very sugges- 
tive. At the operation the tumour proved to be one of cornual 
pregnancy which weighed 5 lbs., the foetus weighing 3 Ibs., and 
the sac 2lbs. In H. R. Vickers’ case5 the foetal movements were 
felt and the foetal heart was heard beating at 168 per minute. 
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Case 2 is interesting because while she was in one of the Peking 
hospitals she was treated for a miscarriage, and the tumour by the 
side of the uterus was diagnosed as a pyosalpinx, the removal of 
which was advised. The patient, however, refused, and went home. 
A month later, at the Peking Union Medical College, an operation 
was performed for ectopic gestation. (See Figs. 4 and 5.) 

There were at least two cases in my list in which the erroneous 
diagnosis of fibroids was made before operation. Tumours are to 
be distinguished by the absence of urgent symptoms at the time 
of their formation, by their slow growth, sharply circumscribed 
mass and their mobility. On the other hand, in ectopic gestation, 
the symptoms of pregnancy may precede the formation of the 
tumour, and uterine decidua may be passed. 

On January 31, 1923, there was admitted into the Peking Union 
Medical College Hospital a woman, aged 19, married, who had one 
child, 16 months old. About four months before admission she 
noticed a lump in the lower abdomen, and two months afterwards 
she had a sudden acute attack of abdominal pain, which was 
relieved by Chinese medicine two days later. From that date the 
patient noted a rapid increase in the size of the abdomen. After 
15 days there was a recurrence of the same pain, but not so severe 
as on the first occasion. The pain was there intermittently till 
six days before admission, when he had an attack of nausea and 
vomiting. Amenorrhoea had been present ever since the last child 
was born, 16 months before, and no history of uterine bleeding was 
available. A remarkable fact about this case was that the patient 
said she felt movements within the tumour about a month 
previously and that this sensation lasted for two weeks. 

Physical examination showed that she was thin and anzmic. 
Her blood count was Hgb. 52 per cent.: R.B.C. 3,240,000, W.B.C. 
27,800. Her temperature on admission was 37.5°C., and the pulse 
"50 in rate. The urine showed a trace of albumen, otherwise it 
was normal. There was a hard mass arising out of the pelvis, 
reaching up above the umbilicus, not freely movable, and extremely 
tender on palpation. On top and to the right of this tumour there 
were several hard and irregular masses which were not unlike the 
parts of a foetus. 

Vaginal examination showed extreme pallor of the cervix, but 
no bulging nor lumps were felt in the pouch of Douglas. The 
uterus was felt to be on the right of the tumour. A temporary 
diagnosis of advanced ectopic gestatiom was made. Just prior to 
the operation the report from the X-ray examination was returned 
with the statement that no foetal bones were made out. 

On opening the abdomen a tumour, port wine in colour, and 
about the size of a seven months’ pregnancy, was found. In part 
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it was firmly adherent to the pelvic wall and omentum. It turned 
out to be a case of a malignant teratoma of the ovary with previous 
hemorrhages into it. Metastases were found all over the perito- 
neum, and the fundus of the uterus, including the right tube and 
ovary, was normal but extremely pale. The interesting features in 
this case were the misleading history and physical signs. I know 
of two other cases in which malignant tumours in the pelvis in 
young women have been mistaken for advanced cases of ectopic 
gestation, one of these having travelled to Amoy from the Straits 
Settlements with such a diagnosis. 

Cormack, of Peking, had a case in which appendicitis was the 
diagnosis, because the patient’s temperature, pulse and abdominal 
symptoms were all suggestive of inflammatory trouble in the region 
of the appendix, but on operation it was proved to be a ruptured 
ectopic gestation, 

Within the last year a case came into the Peking Union Medical 
College Hospital with the history of an attack of severe pain in the 
right side of the abdomen low down which had come on suddenly 
a few hours before. There was a history of two months’ amenor- 
rhoea, the uterus was enlarged and at the right side of this organ 
there was a palpable elastic swelling. At operation this swelling 
turned out to be a small ovarian cyst, and the real trouble was an 
attack of subacute appendicitis. The appendix and the cyst were 
removed and the two months’ pregnancy werit on without inter- 
ruption to term. 


TREATMENT. 

Five cases have been treated expectantly for a time and then 
subjected to laparotomy with excellent results. It is well to bear in 
mind that most cases of hematocele, due to an early tubal gestation, 
will ultimately undergo absorption and recover without operation. 
Hence, in our advising the patient to undergo the operation, we 
should not pronounce an absolutely unfavourable prognosis should 
the patient refuse to follow the doctor’s advice. 

The following case recently came under the observation of 
James L. Maxwell. He says: ‘‘ A former assistant of mine, a 
very capable man, brought his wife down to me a few months ago 
with the diagnosis of ruptured ectopic pregnancy. The woman 
was exceptionally intelligent, having herself had a full midwifery 
training, and was practising her profession. Her history is this: 
Age 27, iii-para, youngest child two years old. She was seized with 
acute pain in lower abdomen when her period had been delayed three 
weeks beyond time. She was put to bed because she felt very 
faint; the pain cleared up fairly rapidly. A second similar attack 
10 days later, after which the husband brought her to the hospital. 
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On admission she was very exsanguinated, abdomen slightly 
distended, a soft doughy mass present in left fornix and behind 
uterus, little or no rise of temperature. She was kept absolutely 
to bed with an ice bag to the lower abdomen. The mass gradually 
cleared up, leaving a fairly well-defined lump in the left side of 
pelvis. I saw the patient again to-day and examined her. The 
condition has completely cleared up, but the uterus is pulled over 
and bound to the left side of the pelvis.”’ 

An operation performed at a later date may be much more 
difficult, however, because of adhesions and the possibility of the 
collection of blood not being sterile. 

The case reported by Maxwell? is one in which the removal of the 
tumour was impossible and the cavity of the abdomen having been 
carefully shut off by suture, the tumour was freely opened in front, 
the edges of the incision being caught up and sutured with silkworm 
gut to the abdominal wall. The patient made a good recovery. 

Another interesting case under the care of Cormack, of 
Peking, was one of a tubal rupture occurring two days previously. 
The patient’s condition was so bad during the operation that the 
ruptured tube was only ligatured, without attempting its removal, 
but the patient recovered. 

Obviously if tie ovum is still developing, or the tumour increases 
in size with signs of recurrent hemorrhage, or symptoms arise 
indicating that suppuration has taken place in the swelling, the case 
must be treated by operation at the first opportunity. 


Gestation Advanced Beyond the Fourth or Fifth Month. 

Robertson‘ reported a case of a full time pregnancy at the right 
uterine cornu in which the whole sac and the foetus were removed 
without much difficulty. 

In another case reported by Vickers® the pregnancy was eight 
months and the foetus was alive and freely movable in the peritoneal 
cavity. There was no sac, and the placenta was adherent to the 
posterior surface of the uterus. In this instance, in order to avoid 
serious hemorrhage from the placental sinuses, it was decided to 
remove the uterus and appendages en masse with the attached 
placenta, leaving only the left ovary behind. A tube and gauze 
drain were left down to the bare area before closing the abdomen. 
The patient left the hospital quite well. 

J. L. Maxwll, of Tainan, Formosa, has had two cases of full time 
pregnancy. In the first case the foetus was dead in a well-formed 
sac, above and mainly in front of the uterus. The sac was 
marsupialized, and the patient did very well. In the second case 
the child was living and the placenta spread all over the bowels. 
The child was removed and the abdomen closed without interfering 
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with the placenta. The woman died of some rapid toxemia too 
quickly for sepsis and with no evidence of haemorrhage. The child 
was greatly deformed in all four limbs and died a day or two later. 

Two other unusual cases have been under the care of the same 
doctor. In one the foetal bones were discharged per rectum, and 
in the other bones were removed from the bladder. No further 


details of the cases were received, and, therefore, the ultimate result 
was not known. 


MORTALITY AND PROGNOSIS. 


There were three deaths in this series of 54, making a mortality 
rate of some 6 per cent., but this is certainly not the correct per- 
centage mortality as the majority of the patients in China have not 
as yet the possibility of getting to hospitals where modern treatment 
can be carried out. When more modern hospitals are built in 
China, and Western medicine has gained the confidence of the 
people, there is no reason why the results should not be as good as 
any of the best clinics in the world and the mortality be brought 
down to below 1 per cent, 

In the Peking Union Medical College, during 1921-23, we 
operated on 10 cases, and every one of these made an excellent 
recovery. 


CONCLUSIONS. 


1. Ectopic gestation occurs frequently in China. 

2. Probably its incidence there is about the same as in the 
countries of Europe. 

3. It is found in all the provinces of the Republic. 

4. Its features are the same as in the West, but owing to the 
reluctance of many patients to come to hospital or submit to 
operative procedures, a large number of cases never come to light 
and some are admitted to hospital only after the trouble has been 
allowed to drag on for some time. 

5. When the cases are submitted to immediate treatment the 
results are as good as those obtained in the West. 


APPENDIX. 
Special Case Histories. 
Case 1. Advanced Tubal Pregnancy—Unruptured. 

Mrs. L. L., aged 30, a Cantonese, was first seen at the Peking 
Union Medical College Hospital on July 28, 1922. Married at 21 
years of age, with a normal menstrual history ; as far as she knew 
she had never been pregnant. Some time in April 1922 patient 
had such severe aching and discomfort in the epigastric region 
that she went into a Japanese hospital, where she remained for 
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a month. About two weeks after admission the patient noticed a 
mass in the right iliac region which steadily grew larger, spread 
towards the middle line, and finally into the left iliac region, 
extending upward as far as the umbilicus. Then the mass gradually 
became smaller again, until at the time the patient presented herself 
it had diminished to about half of its maximum size. Frequently 
there was severe pain in the region of the lump. There was no 
difficulty in urination. Since April 1922 what she considered to be 
menstrual periods were more frequent than usual, the duration was 
increased and the amount greater, but as far as we could ascertain 
she passed no decidual cast. The patient did not menstruate again 
after July 24, 1922, but she did pass small amounts of coffee-coloured 
caseous material, some of which was always found lying in the 
vagina on examination. There was no purulent discharge, and the 
patient was in good general condition. 

Abdominal examination showed a mass in the lower abdomen 
with a definite outline, smooth, round, movable, not tender, 
extending to a level halfway between the symphysis pubis and the 
umbilicus, and further to the left than to the right. On vaginal 
examination, the cervix was found to be anteriorly placed and was 
immediately behind the symphysis. The fundus could be made 
out, inclined to the right and slightly larger than normal. The 
cul-de-sac and left pelvis were occupied by a round, smooth mass 
connected with the uterus and fixed in the pelvis. The mass was 
elastic, tense and tender on deep pressure. 

The patient was seen on several occasions between July 28, 1922, 
and her admission to the hospital, September 12, 1922. She missed 
her August and September menstrual periods, but the brownish, 
caseous, vaginal discharge was always found in the vagina. The 
mass began to grow and reached the umbilicus. Her blood-pressure 
on admission was 90/65. Laboratory examinations showed a 
normal urine, a negative Wassermann and blood as follows: 
Hzemoglobin 65 per cent., R.B.C. 3,660,000, W.B.C. 8,600, differen- 
tial count, polymorphonuclear leucocytes 78 per cent., lymphocytes 
and large mononuclears 22 per cent. 

On September 14, 1922, the abdomen was opened by the 
author. A large mass was found in the left iliac fossa, firmly 
adherent to the uterus and surrounding structures, especially to the 
posterior wall of the pouch of Douglas. The right tube and ovary 
were normal, and there was no evidence of old haemorrhage into 
the abdomen. On separating the tumour it was slightly torn in 
part and placental tissue and some blood-clot exuded from the 
ruptured spot. However, the tumour was removed in one mass 
from the uterus and broad ligament. It was found to be a left tubal 
pregnancy which had not yet ruptured. It contained a living 43 
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months’ foetus. The mass was five inches long ; largest circumfer- 
ence 10} inches, smallest 9} inches; weight 1} lbs. (See Fig. 1.) 

Patient made an uninterrupted recovery, and left the hospital on 
October 6, 1922, in good condition. 


Case 2. Tubal Mole simulating Uterine Abortion and Pyosalpinx. 


Mrs. V., aged 31, a native of Kiangsu, was admitted to the 
Peking Union Medical College Hospital on September 24, 1922. 
She had been married 16 years, but became pregnant for the first 
time six years before. This pregnancy resulted in the miscarriage 
of a three months’ foetus. Following this, she had three normal 
pregnancies. The three children are living and well, the youngest 
being two years old. Since the first baby the patient has had more 
or less constant leucorrhoea, but never profuse. Her last monthly 
period occurred on June 30, 1922. On August 14, 1922, the patient 
was suddenly seized with very severe pain in the left iliac region 
which lasted one day. Two days later the patient had a slight, 
black, bloody, vaginal discharge which lasted a few days. On 
August 21, while in one of the Peking Hospitals, patient passed 
a big black clot, which she was told was a miscarriage, but the 
. specimen was lost and no microscopic examination was made. She 
was thought to have, in addition, a pyosalpinx, as there was a mass 
in the left side. Operation for the supposed pyosalpinx was 
advised but refused, and the patient went home. 


On August 29 the patient had another attack of severe pain 
which started in the left side of the lower abdomen and gradually 
extended over the whole abomen. This lasted two to three hours, 
and was associated with nausea and vomiting. On September 18 
patient had a fresh, red, bloody discharge for five to six days, then 
the colour changed to black and the amount became much less. 


On September 22 the patient had a third attack of pain in the 
left iliac region. At the Peking Union Medical College Hospital 
on September 25 a bimanual examination revealed a uterus normal 
in size which was pushed to the right by a freely movable, tender 
mass in the left iliac fossa. The cervix was softer than normal, and 
there was a slight bloody discharge from the uterus. The rest of 
the examination and the laboratory findings showed nothing 
abnormal except a leucocytosis of 11,000. 


On September 28 the following operation was performed by 
the author. A midline incision was made between the umbilicus 
and the symphysis pubis. There was no free blood present in 
the peritoneal cavity. The left tube was found to be enlarged and 
adherent to the surrounding structures, particularly to the posterior 
wall of the pouch of Douglas. The tube was easily separated and 
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removed, leaving a portion of the left ovary intact. On examina- 
tion it was found to contain a mole situated at the isthmus, the 
duration of the pregnancy being about six weeks. The rest of the 
tube was filled with a blood-clot. Figs. 4 and 5. 


The patient made an uninterrupted recovery, and left the 
hospital on October 21, 1922, in excellent condition. 


Case 3. Ectopic Gestation simulating Pyosalpinx. 


Mrs. Y. T. H., aged 33, a native of Hupeh, was admitted to the 
Peking Union Medical College Hospital on March 20, 1922. She 
had had five normal pregnancies and no miscarriages. The 
youngest child was three years old. There had been a profuse 
leucorrhoeal discharge for several years. Menstruation had been 
regular until the past two months, when she had slight irregular 
bleeding on two or three occasions. On January 23, 1922, she 
caught cold and at the same time had slight epigastric pain. 
This pain continued slightly for four days, and then became severe 
enough to warrant an injection of morphine. For the next week the 
pain persisted, but gradually decreased. On February 2 she 
noticed a mass in the right lower quadrant of the abdomen, the size 
of an orange, and one in the left lower quadrant, the size of a 
walnut. The pain now became localized in the lower abdomen and 
there was slight bleeding from the vagina. From February 2 until 
admission on March 20 the lump in the right side grew gradually 
larger and the one in the left side gradually disappeared. The pain 
persisted, the abdomen was distended, and the patient was very 
constipated. The afternoon before admission, March 20, the patient 
had been examined bimanually, and during this examination she 
was seized with intense pain in the lower abdomen and was brought 
to hospital in the evening. 


On examination, the abdomen was found to be slightly 
distended. It did not move on respiration, was tympanitic every- 
where and tender. There was no evidence of free fluid. Below the 
umbilicus masses could be felt on both sides extending nearly as 
high as the umbilicus. On pelvic examination the cervix was found 
to point downwards, was lacerated, but did not admit the finger. 
The uterine body seemed somewhat soft, was fixed and blended 
with the two masses of which the left was the larger. There was 
dark blood coming from the uterus. Blood examination showed 
W.B.C. 15,050, R.B.C. 2,850,000, Hgb. 55 percent. The impression 
given on admission was one of chronic pelvic inflammation with 
leakage and peritonitis, but ectopic gestation was also considered. 


After ten days in hospital with strict rest and Fowler’s position 
the patient’s general condition had improved considerably; the 
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pulse-rate was no longer rapid, her abdomen moved on respiration, 
and the distension had disappeared. She was, therefore, operated 
upon on April 1 by J. P. Maxwell. Operation revealed a living 
33 months’ pregnancy in the left broad ligament. The tube could 
not be made out as a separate entity. The intestine, small and 
large, was adherent to the back of the mass and had prevented 
leakage to any large extent. Slight leakage had taken place, but 
there was little blood in the peritoneal cavity. The whole of the 
broad ligament was removed and the cavity narrowed by stitching 
the large intestine and upper part of the rectum lightly to the 
back of the uterus. One cigarette drain was put in and removed 
after 12 hours. Convalescence was smooth. See Fig. 6 and 7. 


Case 4. Ectopic Gestation simulating Fibroids of the Uterus. 


Mrs. P. C., aged 26, a Cantonese, was admitted to the Peking 
Union Medical College Hospital on July 8, 1921. She had been 
married nine years and had never been pregnant. Menstruation 
had always been somewhat irregular, varying in amount, duration 
and interval. Patient had missed no periods. In May she was 
seized with severe pain in the lower abdomen, lasting about half an 
hour. This recurred at intervals for two weeks. Then she began 
to have slight bleeding from the vagina which lasted about a month, 
accompanied by aching in the abdomen, radiating to both sides. 

Patient was found to be normal except for secondary anzmia 
(Hgb. 60 per cent., R.B.C. 3,500,000, W.B.C. 5,600), and for a 
swelling in the abdomen. This lump was in the right lower 
quadrant and extended from the umbilicus to within a few centi- 
metres above the pelvic brim and over to the left side. This was 
freely movable, tender, and showed no fluctuation. 

On July 12 the author opened the abdomen. The omentum 
was blood-stained and adherent to a mass arising from the pelvis. 
This mass, in which an enlarged unruptured right tube and ovary 
were bound up, was removed. Microscopically, there was great 
hypertrophy of the mucosa; in one place there was marked 
hemorrhage into the wall, this area of heemorrhage being apparently 
connected with the lumen of the tube, and at the edge of this 
hzemorrhage one or two not very healthy looking chorionic villi. 

The patient made an uneventful recovery, and was discharged 
on August 4, 1921, in good condition. 


Case 5. Case of Tubal Mole simulating Pyosalpinx. 


Mrs. C. P., aged 27, a native of Kiangsu, entered the Peking 
Union Medical College Hospital on October 19, 1922. She had had 
three normal pregnancies and no miscarriages, the youngest child 
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being three years old. Patient had suffered from leucorrhoea since 
marriage, never very profuse, never foul or blood-tinged. 
Menstruation had always been regular and painless until about 
three years ago, when her husband had gonorrhoea. At this time 
she had pain preceding each period. This gradually decreased in 
severity and ceased altogether after two years. At the end of July 
1922, the patient had a dull throbbing ache in the lower left 
abdomen, which was severe and almost constantly present. Eight 
days later, as the pain continued, she consulted a doctor, who 
pointed out to her that she had a lump, about the size of a-hen’s 
egg, in the region of the pain. For the next two months she had 
intermittent pain. Whenever the pain was severe she could feel 
the lump; when she was free from pain she could not feel it. 
Whenever she felt it, it was always the same size. Suddenly, 
however, in early September, a severe attack of abdominal pain 
supervened, and she noticed the lump had increased in size. 
This condition lasted two days; as the pain was _ relieved 
the lump became smaller. Since then the patient had felt much 
better, the pain and lump both having disappeared entirely, as far 
as the patient was aware, twenty days ago. With the onset of this 
trouble at the end of July the patient had two days of slight inter- 
menstrual bleeding on two occasions instead of the usual period, 
after which normal menstruation was resumed. 


On examination, the patient was found to be normal except for 
the following findings: On abdominal palpation a definite lump, 
the size of an orange, freely movable and not tender, was found 
in the left iliac fossa, pushing the uterus to the right, and the uterus 
seemed somewhat enlarged. These findings were confirmed by 
bimanual examination. 


On October 21, J. P. Maxwell opened the abdomen. A large 
mass was seen on the left side, which was identified as the left 
tube and ovary. The tube was distended with blood, and was 
about 3 cm. in diameter and about 14cm. in length. It was bound 
down in the pelvis and to the right tube and ovary by rather dense 
adhesions. In freeing these the tube ruptured and old black clotted 
blood escaped. Both tubes and the left ovary were removed. In 
separating the right tube and ovary from the adhesions a large 
cyst of the right ovary was ruptured, freeing a blood-clot. This 
cyst was removed. 

A microscopic examination showed a large mass of newly- 
organized tissue with blood extravasation in the wall of the tube. 
In one place there was a small space containing chorionic villi. 


The patient made an uninterrupted recovery, and left the 
hospital on November 7 in good condition. 
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Case 6. Hematosalpinx of One Year’s Duration. 


Mrs. H., aged 38, a native oi Fukien, entered the Peking Union 
Medical College Hospital on July 12, 1921. She had had five 
normal pregnancies and one miscarriage. She had never had 
leucorrhoea. Menstruation had always been regular until April 
1921, when she missed her period. A few days after the time of her 
May period she had an acute hemorrhage from the vagina, which 
lasted about two hours, and was accompanied by abdominal pain. 
The bleeding and pain continued to a much less extent with 
occasional exacerbations until she was dilated and curetted, on 
July 13. She left the hospital improved on July 26. 

The following April, 1922, the patient again entered the 
hospital, having had metrorrhagia and menorrhagia for two months. 
Patient was put to bed; bleeding decreased greatly, and she was 
discharged without further treatment on the fourth day after 
admission. 

Five days later, April 9, 1922, patient was again readmitted, 
having been bleeding a great deal more each day since she was 
discharged from the hospital. On April 11 the abdomen was 
opened by the author, and the uterus and left tube and ovary 
_ were removed. The uterus was slightly larger than normal, and 
the left tube was about the size of an apple, dark-brown in colour, 
and exuding a dark-brown fluid when touched. Microscopic 
examination of the uterus showed a slight endometritis and some 
hypertrophy of the remaining portion of glands. The Fallopian 
tube was a hematosalpinx containing old chorionic villi. 


The patient left the hospital on May 10, 1922, in very good 
condition. 


Case 7. Double Ectopic Gestation, Ampullary. 


Mrs. W., xt. 34, a Fukien’ woman, was admitted into Hope 
Hospital, Amoy, in June 1913. She had missed two periods, and 
had been suffering from attacks of pain in the lower abdomen for 
the past three weeks. 

An irregular soft mass, about the size of an orange, could be felt 
in Douglas’ pouch. The cervix was not markedly softened, and 
there had been irregular uterine haemorrhage, small in amount for 
the past month. 

The uterus could not be clearly made out apart from the 
swelliny in the pelvis. 

J. P. Maxwell opened the abdomen and found Douglas’ 
pouch filled with a mass of old clot, both tubes distended with 
clot which extruded from the fimbriated extremity in each case. 
They were bound up with the pelvic mass. Both tubes and one 


430 Journal of Obstetrics and Gynecology 


ovary were removed. Sections showed chorionic villi in the walls 
of each of the tubes. No trace of the foetuses was found. The 
patient made a good recovery. 


Case 8. A Second Ectopic Gestation with Indefinite Signs and 
Symptoms. 


Mrs. C. H., Shao, zt. 27, was admitted to the Peking Union 
Medical College Hospital on February 18, 1924 (Hospital No. 2547). 
She complained of three attacks of lower abdominal pain in the 
last 48 hours, all three having come on when she was in bed at 
night. She had never, as far as she knew, had a pregnancy. Her 
periods had been regular, and she was now over time two weeks 
and had been bleeding slightly from the vagina since February 14. 
There was distinct tenderness and an ill-defined mass in the left 
fornix. There was also slight general abdominal rigidity. 
Hemoglobin 60 per cent., 

In 1921, after menstrual irregularity and vaginal bleeding for 
50 days, she was operated upon by J. P. Maxwell. A dilatation 
and curettage was done, followed by a suspension operation. The 
left tube was found to be distended and closed, and was removed. 
It proved to be a hematosalpinx, and in the wall old chorionic villi 
were found. 

On this occasion she was operated on at once by J. P. Maxwell, 
and a ruptured tubal gestation found on the right side. It was 
removed, and the patient made a good recovery. 


Case 9. Ectopic Gestation in an Obstructed Tube following a 
Suspension Operation. 


Mrs. C. H., Liu, et. 28, was admitted to the Peking Union 
Medical Coilege Hospital on September 24, 1923 (Hospital No. 
6067). She looked ill. There had been one pregnancy which 
ended prematurely at the seventh month. This was nine years 
back, and seven months before admission a suspension operation 
had been done at another hospital in order to try and secure 
another pregnancy. Menstruation had been regular up to eight 
weeks before admission. She then began to bleed from the vagina. 
This bleeding has been profuse at times. For the last few days 
she has had pain in the lower abdomen. Her temperature was 
38.6°C. Hemoglobin 60 per cent., and leucocytes 6700. On the 
19th there was little to note save that the uterus appeared fixed 
to the anterior abdominal wall, and there were no lateral masses 
of any size. On the 24th there had developed a definitely tender, 
soft mass on the left side. The possibility of ectopic gestation was 
considered, and especially in view of the hemoglobin being now 
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only 35 per cent., but on the whole it was thought that it would 
probably turn out to be a tubo-ovarian abscess. On opening the 
abdomen it was evident that the swelling was a gestation in the 
outer half of the left tube which appeared to have been drawn with 
the round ligament into the abdominal wall at the time of the 
suspension. The gestation had ruptured into the outer part of the 
broad ligament and had raised the parietal peritoneum of the left 
side of the pelvis off its bed, the blood having stripped it up. The 
uterus was detached from the old scar and removed together with 
the tube and pregnancy, and the parietal peritoneum let down into 
its place again. 

The patient was transfused on the day following operation, and 
made a good recovery. On account of oozing a cigarette drain was 
placed down to the bottom of Douglas’ pouch on the left side and 
removed in a few days. 
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ILLUSTRATIONS. 

Fig. 1. Extrauterine pregnancy in left Fallopian tube, unruptured, open- 
ing made by scalpel. Case No. 1. 

Fig. 2. Ditto. Fully opened. 

Fig. 3. X-ray of same case, in situ. 

Fig. 4. Tubal mole unruptured. Case 2. 

Fig. 5. The same specimen with a window cut out and part of blood 
removed to show embryo. 

Fig. 6. Drawing showing rupture into broad ligament, placenta below. 
child alive. Case 3. 

Fig. 7. Ditto, specimen of child and placenta after removal. 


Fig. 8. Drawing showing rupture of Fallopian tube at the ampulla and 
discharge of ovum into abdomen. 


Fig. 9. The ovum from the same case, unopened. 
Fig. ro. The ovum from the same case, opened 
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BOOK REVIEWS. 


‘* Diseases of Women, by Ten Teachers.’’ Edited by Comyns BerKELey, M.A., M.C., 
M.D. Cantab., F.R.C.P. Lond., Obstetric and Gynecological Surgeon to the 
Middlesex Hospital, etc. ; H. Russet. ANprews, M.D. Lond., F.R.C.P. Lond., 
Senior Obstetric Physician to the London Hospital; and J. S. Farrparrn, M.A., 
M.B., B.Ch. (Oxon.), F.R.C.P. Lond., F.R.C.S. (Eng.), Obstetric Physician to 
St. Thomas’s Hospital, ete. Third Edition; pp. 641,. with 8 plates and 215 
illustrations in the text. Edward Arnold and Company, London. Price 24/- net. 


Tue fact that a new edition of this well-known text-book is called for within such 
a short period of the preceding, is sufficient evidence of its continued popularity among 
practitioners and students alike. Since a careful revision of the text was undertaken 
but two years ago, no great alterations or additions have been necessary for the 
third issue. The authors have, however, naturally taken the opportunity of adding 
such details as are required to bring the subject matter into line with current views. 

The general arrangement of the book is the same as in previous editions, the 
material being covered in twelve sections. 

Anatomical and physiological details are dealt with in a clear and _ sufficiently 
comprehensive manner in the first section, the student not being overburdened with 
divergent theories and unnecessary discussion. 

Chapters on the examination of the female pelvic organs follow the usual and 
accepted lines, and are followed by a section dealing in a general way with the 
symptoms associated with disease of the genital organs. This is an excellent article 
covering a great deal of ground, and forms a fitting prelude to the detailed discussion 
of the various organic lesions. We think that its value might even be increased 
if the section on chronic ill-health from the pathological aspect was inserted here 
instead of in its present position at the end of the book. An appreciation of the 
nervous factor is so great in the correct assessment of the value of various symptoms 
that the mind of the student cannot be directed too early towards its importance. 

We are glad to see these facts also explained in the chapter dealing with the 
backward displacement of the uterus, in which the treatment of retroversion is 
discussed on a logical and rational basis. 

In connexion with the operative treatment of * prolapse,’ emphasis is laid upon 
the modern radical plastic methods of repair, in contradistinction to the older 
unsatisfactory abdominal technique. We doubt if the necessity to open the abdomen 
in these cases ever really exists. 

The author of the article on chronic endometritis discusses this difficult subject in a 
manner which shows that while he is open to consider recent fads and_ fancies 
in nomenclature and pathology, he still finds it difficult to divorce himself from the 
older terminology. ‘‘ Glandular endometritis,’? he considers, still deserves a definite 
place in the grouping of true inflammatory lesions of the endometrium. We agree 
that this condition probably represents the response to stimulation, but are not 
prepared to acknowledge that that stimulus is an ‘ inflammatory ’ agent in’ the 


ordinary sense of the word, For this reason we dislike the term ‘ glandular 
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endometritis ’’ intensely. However, the matter being still sub judice, is sufficient 
justification for the continued inclusion of the old terms in a text-book for students, 
which must necessarily be somewhat didactic, 

In the therapeutic sections, newer methods of treatment receive adequate 
consideration. The apparently increasing indications for the use of radium in 
gynecology, for example, are noted, as in the treatment of climacteric haemorrhage, 
carcinoma cervicis uteri, fibromyomata and adenomyomata, and gonorrhceal warts. 
Perhaps in the case of haemorrhage associated with fibroids of small size, the value 
of radium is hardly sufficiently emphasized as a means to check bleeding without 
recourse to more radical operations. There is, on the other hand, an excellent 
summing up of the present position as regards the place of X-rays in the therapeutics 
of simple uterine neoplasms, and we are entirely in accord with the views expressed. 

The sections dealing with the various surgical procedures are somewhat brief, but 
quite sufficient in a text-book of this type. 

There is no doubt that this volume is excellent in every way for the readers 
for whom it is primarily intended. Without being exhaustive it contains all that is 
necessary for the needs of ordinary practice and the examination room, and the new 
edition will certainly continue to hold its own among the ever-increasing number of 
gynzcological text-books now available. The price of the book has been reduced te 
24/- without in any way diminishing its first-class finish. 

BEcKWITH WHITEHOUSE. 


‘* Cancer Research at the Middlesex Hospital, 1900—1924.’’ Edited by W. Sampson 
Hanptey, M.S., F.R.C.S. London: John Murray, 1924. Pp. go+ix. Price 3/6. 


Tuts little record of the enterprise of the staff of the Middlesex Hospital and Medical 
School in seeking to advance our knowledge concerning the nature and treatment 
of malignant disease will surely fulfil its purpose, which seems to be clearly 
defined, of educating the general public in regard to the difficulties and inevitable 
slowness of scientific research, and the vital necessity and quickening effect of ample 
financial support. We think that, as a rule, whole-time laboratory workers are too 
modest in their personal requirements, and that the rewards which they receive 
are ridiculously incommensurate with the benefits conferred on the community. The 
figures given on page 73 substantiate this belief. 

The history of the gradual evolution of the present organization makes interesting 
reading. It can hardly be accepted, however, that the arrangements are unique in 
design, or that they are so perfect in function as the Editor implies; indeed, 
it would seem that if any general criticism were to be attempted it would relate 
to the lack of combined and concentrated effort which appears to have existed from 
the commencement. 

It is questionable whether complex problems will ever be solved by a loosely- 
yoked team of investigators. In the past all great and new ideas, all profitable lines 
of investigation and all scientific solutions have emanated from the minds of isolated 
individuals. 

A master-mind—a Pasteur-mind—that can start from nothing, evoke a vision and 
turn it into solid fact, is, however, extraordinarily rare. So, in the absence of 
intellects of this calibre, and since the borders of scientific ‘accomplishment have been 
so far flung that no ordinary man can hope to become familiar with all the outlying 
fields of knowledge that may bear on a difficult inquiry, it becomes necessary to 
establish organizations like the Middlesex Hospital Cancer Research in order that a 
perfectly-equipped and coérdinated aggregate-mind may be created, In our view this 
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is the only justification for such a scheme. The ideal to be pursued is that each 
shall pull his weight in the same boat as his colleagues, all with the same objective 
in view. Unless those who are engaged in such an organization as this work as one 
man with single-minded purpose, each concentrating on his own special aspect of 
one and the same general conception, there must be so much dispersion of effort— 
especially in such an elusive subject as the genesis and inhibition of neoplasia—that 
the total effect will be meagre and unsubstantial. 

We have ventured to call attention to this matter because we believe it to be of 
the greatest importance; and we have discussed it because we prefer to present 
constructive, rather than carping, criticism. 

To return to the contents of the volume under review, we note with pleasure a 
lucid exposition of the importance of correlation between the laboratory and clinical 
aspects of the subject; and in this respect the Editor’s own pathological and surgical 
work is a model of successful application. We are interested also to observe that the 
gynazcologists—Mr. Comyns Berkeley and Mr. Victor Bonney—have played important 
parts in the work that has been accomplished. 

Undoubtedly there are certain paragraphs and pictures in the book to which 
exception may be taken, from both a scientific and tasteful point of view. Moreover, 
on general principles we cannot help regretting that, in order to inform and collect, 
it should be necessary for a distinguished member of the staff of an important 
foundation to parade and extol for the benefit of the lay public his own work and 
that of his colleagues. 

Be all this as it may, we are sure the compilation of this book has been 
nothing but a labour of love; and viewed in this softening light we recognize the 
services Mr. Sampson Handley has rendered to his fellow-workers and to his school. 
W.B.B. 


‘* Atlas der Operations-Anatomie und Operations-Pathologie der weiblichen Sexual- 
organe.’” By LrepmMan. Urban and Schwarzenberg, 1924. Fr. 75. 


Tuts atlas consists of forty plates based on post-mortem material prepared for the 
most part by the author, the remainder being in the Museums of Anatomy and 
Pathology in Berlin. Short descriptions are given on the pages facing the plates, 

It is difficult to know what place in descriptive gynecology and obstetrics this 
book is expected to occupy. First, no claim can be made for it on the score of 
originality of method, treatment or detail. Secondly, many of the drawings are so 
extremely crude that we cannot but wonder whether the author has ever seen the 
plates of William Hunter and Charles and John Bell, published more than a century 
ago, and in which the beauty and accuracy of drawing and reproduction would, on 
comparison, make some of those under review appear to be the work of an amateur 
pavement artist. Thirdly, the selection of material for the pathological plates, about 
ten in number, apart from those illustrating displacements of the uterus, appears to 
have been more than haphazard ; for instance, hypertrophy of the right ovary is given 
a whole plate, and a pelvic kidney with a unicorn uterus is chosen when there are 
so many common and important gynaecological lesions that might well have been 
preferred, and this is in an atlas intended for students. 

In conclusion, we can only repeat that this book for all its pretentiousness is 
of poor quality, composition and execution. So far as gynwcologists are concerned, it 
is not equal to modern British standards and requirements; and there are better 
plates in ordinary text-books for students. Even the name and nationality of the 
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author cannot blind us to these facts. We suggest that he make a study of some of 
the classical English works, in order that he may realize for himself the futility of his 
effort. W.B.B. 


“Cancer.” By J. Ettis Barker. London: John Murray, 1924. Pp. 432. Price 7/6 


Tuts work is an attempt by a layman to elucidate the causation of the increasing 
prevalence of cancer. It is probably correct to say of it that what is true is not new, 
and that what is new is unproven. There is, however, much information in the book 
that may usefully be given to the public, both lay and medical. The evidence that 
cancer is a disease largely associated with civilization, and which savages in a natural 
state largely escape, is well given by a number of quotations; in fact, fully half the 
book consists of quotations from medical authors mostly authoritative. The action of 
arsenic, soot, tar, paraffin, X-rays, burns, etc., in cancer-production are described ; the 
author, however, confounds the action of certain aniline dye-intermediates in producing 
bladder tumours with the general toxic effects of aniline, benzine, etc. He proceeds 
to quote largely from the works of Sir W. Arbuthnot Lane, Jordan and others on the 
immediate and remote effects of chronic constipation in the production of appendicitis. 
duodenal and gastric ulcer and carcinoma, and also supports the arguments as to 
carcinoma by the official figures of the frequency of cancer of the stomach and large 
intestine The part played by (1) bad habits, (2) deficient exercise, and especially 
(3) the absence of indigestible material in the modern diet as factors in the production 
of constipation are well given, and his own experiences in escaping from the vicious 
circle of constipation and intestinal toxemia are described. He rightly states that 
vegetarians are not immune from cancer. 

What appears more disputable are the author’s assertions (1) that intestinal 
toxemia produces cancer not only in the alimentary system, but also generally, e.g., 
mammary and uterine cancer ; (2) that diets defective in vitamines and with excess of 
carbohydrates not only produce chronic constipation, but also—so he apparently 
considers—that they directly conduce to cancer ; he appears to be familiar with S. M. 
Copeman’s investigation regarding cancer among the ‘‘ enclosed ’’ and ‘‘ unenclosed ”’ 
Catholic orders, but ignores it; (3) that various chemical substances added to foods 
not only produce indigestion but also conduce to cancer throughout the body. To the 
reviewer it seems highly improbable that all three theories are correct and most 
desirable that they should severally be put to the test. The chapter headed ‘* Solution 


of the cancer mystery 


is far from reading as “ convincingly ’ 
considers ; indeed it is little more than special pleading. 

Many of the statistics quoted are of little value for the purpose to which they are 
applied as they ignore the vital factor of age; this applies, for example, to the 
comparisons of the populations of Switzerland with other countries and of the 
incidence of cancer upon the inmates of asylums and prisons; until the age (and also 
sex) constitution of the population at risk is given any inferences may be misleading ; 
in cancer statistics this point is of vital importance. Such comparable statistics are 
largely lacking, and it is urgent that they should be made available. Another 
gap in our knowledge is the anatomical incidence of cancer in the different 
occupational groups; this gap will, however, shortly be filled and should throw 
further light on a point which the author, in our opinion, does not sufficiently 
emphasize, namely, the cancer-producing effects of excessive indulgence in alcohol; 
all the occupations with a high alcoholic mortality have a high cancer mortality, 
and innkeepers, etc, are reputed to suffer excessively from cancer of the pharynx and 
oesophagus, C. O, STALLYBRASS. 


as the author 
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** Common Infections of the Female Urethra and Cervix.’’ By Frank Kipp, M.A., 
M.Ch. (Cantab.), F.R.C.S. (Eng.), and A. Matcotm Simpson, B.A., M.B., D.P.H. 
(Cantab.). With additional chapters by GrorGe T. Western, M.D., and 
M. S. Mayou, F.R.C.S. Humphry Melford, Oxford Medical Press, 1924. 


pp. x+187. Two coloured plates and g illustrations in text. Price 7/6 net. 
In the preface Mr. Kidd describes how and why he came to organize the venereal 
“* offered the gynz- 
and that they refused this offer. 
Taking this statement at its face value we must admit to feeling no surprise at such 
a decision. We think, however, that Mr. Kidd in sending such an invitation probably 
had in mind the treatment of gonorrhea. 

The gynzcologists of the London Hospital having refused to treat, in their own 
words, *‘ this most common and important disease in women,’? Mr. Kidd remarks 
that he ** thereupon told them I considered the subject of such importance to stricken 
individuals and their families and to communities at large that I was anxious to 
organize a section in my Genito-Urinary Department for dealing with gonorrhoea in 
women and children, and to this I obtained the consent of the Medical Council 
and House Committee.”’ 


clinic at the London Hospital, incidentally remarking that he 


cologists to give up gonorrhcea in women to them,”’ 


Every hospital knows best how to manage its own affairs, but we are somewhat 
surprised at the gynzecologists of the London Hospital coming to the momentous 
decision noted above. However, the London Hospital may be one of those happy 
institutions in which the surgeons do not dabble in diseases peculiar to women and 
so the gynzcologists felt quite safe, or rather that their patients would be quite safe. 

The preface having advanced thus far, Mr, Kidd discovers ‘‘ a loyal and eager 
colleague ”’ we.’’ The authors then ‘‘ put their 
heads together,’? and as they could find very little in the literature to help them, 


in Dr, Simpson, and henceforth it is ‘ 


they decided to ** embark ’ 


on a clinical research of their own and to see what they 
could do by systematic study to trace the gonococcus to its lair in the female.’ 
The results of this voyage of discovery, extending over five years, are set forth in this 
book. 

The authors, study of the male had taught them that ‘‘ the gonococcus lying free 
on a mucous membrane could be destroyed in a very short time,’’ and that ‘‘ the 
cause of persistent infection and relapse was that the gonococcus retired up into 
some or all of the natural side-channels or glands of the male urethra.’’ 


Having proved that ‘* gonorrhoea in the male could always be cured,” the authors 
‘as a matter of fact have found that it is even more readily cured in the 
female than in the male,’’ ‘‘ and that by comparatively simple methods—methods 
which are almost entirely within the scope of the general practitioner.’’ The authors 
are further of the opinion that ‘‘ this book will have failed in its purpose if it does 
not convince the general practitioner that he need no longer be afraid to tackle a 
case of female gonorrhaea,’’ in which observation the authors might conceivably 
have liked to include the London gynecologists. 

Once on board the lugger, the authors, as was to be expected, issued their 
commands, the first of which was that ‘‘ the system common in England of examining 
this has been the curse of 
English gynwcology.’’ If the authors in their letter to the gynaecologists asking 


” 


women in the Sims position ’’ should be abandoned, as 
them if they would like to treat cases of female gonorrhoea, had also asked for 
reliable information concerning the position suggested by the late Dr. Marion Sims, 
they would have discovered that it is but seldom used by gynzcologists, and that when 
employed in suitable cases it is of more use than any other position. It is also 
curious that the senior author should have had to go abroad to learn that a dorsal 
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position of the patient with her legs widely separated was a good one in which to 
make an examination. The then gynzcologists of the London Hospital had certainly 
been examining patients in this position before this author's grandmother was born. 

The authors, with sails well set, next deemed it prudent, in view of the 
approaching darkness, to trim their lamps, and so ‘* devised ’"! the method of 
examining the cervix and the interior of the vagina with a lamp “‘ instead of poking 
about with our fingers into a deep and hidden cavity in the hopes of feeling some- 
thing,’’ with which expression of opinion we deeply sympathize since it is obvious 
that they would soon have been befogged. But to continue. ‘‘ Here again progress 
in medicine consisted in replacing the sense of touch by the sense of light.’’ Having 
acquired the sense of light, we could have wished that the authors had also acquired 
the sense of humour. Whether they really imagined that gynacologists were so 
proud of their tactile sense as to imagine that they could feel a gonococcus, or that it 
is far better to makea bimanual examination with a lamp instead of with the 
fingers and hand, we know not. However, the methods employed in the new venereal 
clinic must have impressed the younger generation since after its establishment the 
Receiving Room officer sent to it all cases of leucorrhoea which had previously gone to 
the gynzcologists, doubtless regarding the condition as a disease and not a symptom, 
and the authors naively remark that by this time the gynecologists were ready to 
welcome their expert examination. The truth is the gynaecologists could not help 
themselves since this young gentleman seems to have been one too many for them. 
Moreover, things appear, from the point of view of the gynzcologists, to have gone 
from bad to worse, and from that of the authors to have got better and better, for 
more than 60 per cent. of the cases thus referred from the Receiving Room Officer 
proved to be non-gonococcal, ** and many of these were sent on ’’ to the gynecologists, 
but ‘‘ many of the simpler cases we were able to cure by our methods of treatment. 
The whole secret was that we really exposed the parts of our patients to an adequate 
examination under the sight of the eye and under the control of the bacteriologist.”’ 
We take it that those cases the authors were kind enough to send on they had failed to 
cure. We do trust, however, having in mind the Hippocratic oath, that the authors 
informed their gynecological colleagues of the nature of the simple curative methods 
they had discovered. 

Most of this preface could well have been dispensed with, but from the reader’s point 
of view it would have been a thousand pities to have scrapped such an amusing, 
if somewhat peculiarly composed effusion. It is a very good example of the dangers 
that beset anyone starting to criticize the methods and customs of others without 
adequate knowledge of the subject, and we feel that the authors would have been 
more wise if, in addition to seeking the help of the bacteriologist and ophthalmic 
surgeon they had also invited the assistance of a gynacologist before they set out on 
their odyssey. 

The subject matter of this book is interesting and instructive. Its contents are 
divided up into twelve chapters and an appendix, the latter containing an analysis 
of 650 consecutive cases examined in the Female Gonorrhaal Section of the Venereal 
Clinic of the London Hospital, 1917—1920, The chapters deal with General Diagnosis 
and Treatment; Special Diagnosis and Treatment of Vulvitis, Vaginitis, and 
Bartholinitis ; of Urethritis and its complications and of Cervicitis. Endometrit!s 
Salpingitis, Odphoritis, Pelvic Cellulitis and Peritonitis are dealt with in 13 pages. 
This description is followed by chapters on Gonorrhcea in Female Children and 
Gonorrhoeal Arthritis in Women. The chapters on Bacteriology and Ophthalmia 
Neonatorum contain much useful information, and finally the subjects of Proctitis. 
Osteitis, Vaccines and Prophylaxis are considered, 


We can confidently recommend this book to the general practitioner as being a safe 
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guide and also to officers in charge of venereal clinics, more especially if they are not 
gynecological surgeons, since to the latter much of that which is here set down is of 
common knowledge. 


ERRATA. 
Gynecology with Obstetrics: A  Text-Book for Students Practitioners.’’ 
By Joun S. Fatrparrn, M.A., B.M. B.Ch. (Oxon.), F.R.C.P. (Lond.), F.R.C.S. 
- (Eng.), Obstetric Physician to St. Thomas’s Hospital, ete., etc. Oxford University 
Press, 1924. This work was priced at £3 3s. in the review published in the 
Summer number; it should have been 25/- 


Review of Current Literature. 


Director: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


THis Review will contain the lists of contents, and abstracts of the more 

important articles, from the following journals, with which the ‘ Journal 

of Obstetrics and Gynzecology of the British Empire’ exchanges :— 

British_—The Lancet ; British Medical Journal; The Hospital and Health Review ; 
Medical Science: Abstracts and Reviews. 


~~ Canadian Medical Association Journal; Bulletin Medical de 
uebec. 


Australian.—Medical Journal of Australia. 
South African.—Medical Journal of South Africa. § 
American.—American Journal of Obstetrics and Gynecology ; “Fhe Journal of the 
American Medical Association; Surgery, Gynaecology and Obstetrics 
French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris; Revue de Gynécologie et de Chirurgie 
Abdominale. 
Belgian.—Bruxelles-Médical. 
Ttalian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 
German.—Zeitschrift fiir Geburtshiilfe und Gynakologie ; Archiv fur Gynikologie , ( 
Zentralblatt fiir Gynikologie ; Monatschrift fiir Geburtshilfe und Gynikeologie , 
Minchener Medizinische Wochenschrift. 


Scandinavian.— Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Bueno: 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, sucli 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: J. R. Forrest, Dorotuy N. L. LEVERKUS, M.B., F. E. TAyYLor, 
FRCS. 
Huddersfield: W. E. CROWTHER, M.B. 
Leeds: A. GouGH, F.R.C.S. 
Liverpool: Ropert A. HENDRY, F.R.C.S. 
Sheffield: W. W. KiNG, F.R.C.S. 
Glasgow: JANE H. FILsHiL., JAMES HENDRY, M.D. 
Sydney: T. FARRANRIDGE, M.B. 


Lancet. 
April 5, 1924. 
Maternity mortality. (Annotation.) 


April 19, 1924. 
Maternal mortality in childbirth. (Leading Article.) 
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April 26, 1924. 

Malta fever and epizootic abortion. Le E. W. Bevan. (Correspondence.) 
May 10, 1924. 

Maternal mortality in childbirth. J. S. Farrparrn. (Correspondence.) 
May 31, 1924. 

*Puerperal sepsis : its prevention and treatment. BECKWITH WHITEHOUSE. 
June 7, 1924. 

*The tendency of the new-born to jaundice. A. D. Forpycr and W. G. 

MCAFEE. 

Renal efficiency in normal pregnancy. (Annotation.) 

Scottish report on puerperal morbidity and mortality. (Special Article.) 

Puerperal sepsis. H. BricGs and S. G. LuKER. (Correspondence.) 
June 14, 1924. 

*Heemorrhagic disease of the new-born. N. B. Caron. 

Sex determination. (Leading Article.) 

Action of testicle on ovarian grafts. (Annotation.) 
June 21, 1924. 

Acute gonorrhoea in women. (Annotation.) 

The entry-aperture of the ovum. (Annotation.) 


*The treatment of acute gonorrhoea in the female. J. JOHNSTON ABRAHAM. 


Puerperal sepsis: its prevention and treatment. Whitehouse points out that 
throughout the civilized world the present death-rate from septic complica- 
tions of childbirth is little better than it was 30 years ago, and that the 
incidence is greater in towns than in the country. He considers the factors 
concerned are the squalor and dirt in which many town dwellers live, aided 
and abetted by overcrowding, and the bustle and rush which characterize 
the busy practice of the town practitioner. Further, the introduction of 
the Midwives’ Act in England in 1903 has not been attended by the subse- 
quent diminution of puerperal sepsis which might reasonably have been 
expected. 

Whitehouse advocates the registration and periodical inspection of all 
nursing homes where maternity patients are taken. Reputable institutions 
would welcome the recognition, whilst less desirable places would auto- 
matically disappear. 

The value of antenatal work is insisted upon, and auto-infection and 
infection by the blood-stream are discussed. 

To obtain the best results certain principles must be adopted, viz. : 
(1) The treatment must be started at the earliest possible moment; 
(2) it is unwise to differentiate between sapraeemia and_ septicaemia, 
or to depend on the superficial characteristics of the lochia, and (3) efficient 
nursing must be available. Locally hypochlorite douching and light 
curettage are employed. General treatment consists of (a) serum therapy, 
(b) autogenous vaccines, (c) intravenous “ acriflavine ’’ with (d) a concen- 
trated and nutritious diet, and a liberal allowance of alcohol. Whitehouse 
concludes that with our present knowledge, it is far better to prevent 
puerperal fever than to attempt its cure. 


The tendency of the new-born to jaundice. Fordyce and McAfee report a case 
of grave familial jaundice and point out that the symptom of jaundice is 
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often met with in the new-born ; its cause is still undetermined and possibly 
varies in different cases, being commonly regarded as physiological. 
Much more rarely this symptom is also met with as an expression of 
a serious pathological condition. Icterus gravis occurs as a result of 
one of three possible pathological conditions : (1) hepatic deformity, e.g., 
congenital obliteration of the bile ducts; (2) infection, e.g., obvious sepsis, 
sometimes congenital syphilis, and (3) haemorrhagic disease of the new- 
born. Included in the second category are Buhl’s disease or acute fatty 
degeneration of the new-born, and Winkel’s disease or afebrile cyanosis 
and jaundice with haemoglobinuria. 

In all these cases jaundice is merely a subsidiary phenomenon in the 
systemic complex. In cases of gross deformity, disease or infection, the 
differentiation from simple icterus neonatorum may be easy, yet there are 
many border-line cases in which the diagnosis is often of the greatest 
difficulty. There are also cases of habitual icterus gravis or grave familial 
jaundice in the new-born, in which successive infants in a family become 
jaundiced within a few hours after birth, dying in coma, and sometimes 
with convulsions, post-mortem examination failing to reveal a cause. This 
category, like most others dealing with neonatal jaundice, is somewhat 


indefinite. Several or even many cases in one family may result from 
various and different causes. 


Hemorrhagic disease of the new-born. Capon points out that the dominant 
symptom of this disease is haemorrhage, either internal or external, which 
begins most often between the second and fifth days after birth, and rarely 
lasts more than five days. Examples of heemophilia, and of symptomatic 
neonatal hemorrhage, due to causes such as syphilis, sepsis, icterus, 
enteritis, asphyxia and birth trauma, are not properly included in a 
discussion of this syndrome. ; 

He records six cases. With one exception the infants were females, 
and the family histories did not reveal any “ bleeders.’”’” In no case was 
the haemorrhage secondary to gross underlying causes, such as syphilis and 
sepsis. The average age when hemorrhage began was 51 hours. In one 
case the maternal blood was prevented from clotting by the addition of the 
minimal amount of potassium oxalate necessary for this purpose. Although 
the quantity of oxalate employed was too small to cause any toxic effects, 
accidents might happen with this procedure. The citrate method, however, 
is quite safe, and equally efficacious. In another case a small dose of horse 
serum and calcium lactate were given orally. It is very doubtful whether 
either of these treatments possess any value. ; 


The treatment of acute gonorrhoea in the female. Abraham points out that 
gonorrhoea in the female may start acutely or begin so insidiously that it 
is scarcely noticed at first by the patient. Pregnant women, and those who 
have borne several children, are so accustomed to transient attacks of 
frequency of micturition and leucorrhcea that, in cases of the disease 
commencing mildly, the condition may not be recognized until complica- 
tions ensue. As a rule, the younger the patient the more acute the onset. 
In a case suspected to be gonococcal, the patient should be instructed (1) not 
to douche for 24 hours before examination, (2) not to empty the bladder 
for at least three hours before being seen. Neglect to observe these 
precautions may completely invalidate any opinion expressed as to the 
absence of the gonococcus in mild cases. 
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The four signs in the adult are urethritis, bartholinitis, vulvitis and endo- 
cervicitis, acute endocervicitis being the cardinal lesion in the adult female. 

Abraham recommends douching twice daily with one of the various 
chlorine preparations, e.g., Dakin’s fluid in the shape of chloramine-T or 
hypertonic solution of sodium hypochlorite. Acriflavine may be similarly 
employed. An equally successful method is the manganese-contramine 
treatment of McDonagh. 

For subacute cases 10 per cent. protargol in glycerine is applied locally 
and a gauze tampon soaked in the same medicament is packed round the 
cervix. After twelve hours the tampon is withdrawn and a douche of one 
per cent. lactic acid given. ¥. 


British Medical Journal. 


April 5, 1924. 
Heemorrhages in infancy and childhood. A. F. G. SPINKs. 
Maternal mortality. (The Week.) 
Child welfare. (The Week.) 


April 12, 1924. 
Puerperal morbidity and mortality. (General Article.) 
Contracted pelvic outlet. W. BLair BELL. (Correspondence.) 


April 19, 1924. 
Contracted pelvic outlet. FitzGippon. (Correspondence.) 


April 26, 1924. 
*Intra-cardiac injection of pituitrin in asphyxia neonatorum. E. H. RAINEY. 


May 3, 1924. 
*Puerperal pelvic infection. W. E. FOTHERGILL. 
*The extended legs as an abnormality in the foetal attitude. H. BricGs. 
*Extra-uterine pregnancy on two occasions. F. CARSON. 
Contracted pelvic outlet. W. BiLarr BELL. (Correspondence.) 


May 10, 1924. 
A case of scleroma neonatorum. W. GirrorpD NAsH. 
Cerebral heemorrhage and congenital obliteration of the gall bladder and 
ducts in an infant. H. GLADSTONE. 
Lithopadion : subsequent pregnancies. C. L. SpACKMAN, 


May 17, 1924. 
*The wasting infant. R. HUTCHISON. 
Malformation of the vulva: stenosis vaginae: Ceesarean section. W. F. 
RAWSON. 
Rotunda Lying-in Hospital Report for 1922-23. (General Article.) 
The teaching and practice of obstetrics. A. C. F. Hatrorp. (Corres- 
pondence.) 


May 24, 1924. 
Fibroma of pregnant uterus : Cresarean section : hysterectomy : recovery. 
CLYDE MCKENZIE. 


aps 
: 
: 4 


Review of Current Literature 


443 


May 31, 1924. 

“Acute puerperal complete inversion of the uterus : replacement : recovery. 
I'S. Fox. 

An exostosis of the sacrum preventing delivery. A. McMurray. 

Morbidity and mortality in child-bearing. (Leading Article.) 

Puerperal morbidity and mortality. (General Article.) 


June 7, 1924. 
Fibroma of pregnant uterus. E. FARQUHAR MuRRAY. (Correspondence.) 
June 14, 1924. 

*Remarks on the treatment of fibroids of the uterus. CUTHBERT LOCKYER. 
Puerperal morbidity and mortality. E. K. MacKEnzir. (Correspondence.) 
Ante-natal use of gland extracts. M. E. MAcKENzig. (Correspondence.) 

June 21, 1924. 

*The nutritional disturbances of infancy. B. Myers. 

*Surgical emphysema due to parturition. D’Arcy Harvey. 

Infant dietetics. E. MELLANBY and F. E. Wynne. (Correspondence.) 


Treatment of fibroids of the uterus. J. FURNEAUX JORDAN. 


(Correspon- 
dence.) 


June 28, 1924. 
Acute puerperal inversion of the uterus. A. R. JORDAN. (Correspondence.) 


Intra-cardiac injection of pituitrin in asphyxia neonatorum. Rainey delivered 
a primigravida with a pelvis just under normal measurements of a 7 lb. 
male child with axis-traction forceps. The child was born in a condition of 
white asphyxia. The pulse had ceased and the heart was not audible, and 
the usual methods of resuscitation produced no effect. He then injected 
0.25 ccm. of pituitrin directly into the heart and continued inflation 
respiration. Within half a minute the heart began to beat, and in five 


minutes respiration commenced. The infant’s Condition gave no further 
trouble. 


Puerperal pelvic infection. From the study of the published annual reports 
of several British maternity hospitals for several years Fothergill concludes 
that pelvic infection occurs in 6 to 8 per cent. of the cases delivered, and 
that of the patients so infected 3 or 4 per cent. die, and that there must 
have been 70,000 to $0,000 cases in England and Wales during the year 
1920. 

He considers that the term ‘‘ puerperal fever ’’ should have been dropped 
(except for historical purposes) about 1850, when it was recognized that 
there was no such disease, and that when the Act of 1898 says ‘‘ puerperal 
fever ’’ it means puerperal pelvic infection. 

Cases of puerperal pelvic infection need skilled nursing, experienced 
judgment, and possibly surgical treatment, and should be sent, not to fever 
hospitals, but to hospitals for the diseases peculiar to woman, or to general 
hospitals staffed and equipped to deal adequately with pelvic cases. With 
very good technique septic and clean cases can be nursed safely in the same 
wards. Perfect technique, however, is difficult to maintain, so that it is 
desirable to have separate ‘‘ septic”? wards with distinct nursing staffs for 
septic cases, whether puerperal or not. 


The extended legs as an abnormality in the foetal attitude. Briggs shows how 
the trend of modern evidence has been to increase by earlier, more thorough 
and more exact clinical recognition the number of cases of primary exten- 
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sion of the legs. Hence the relations of the primary attitude of the foetus 
with extended legs become increasingly important facts in obstetrical 
applied anatomy. 


Extra-uterine pregnancy on two occasions. Carson’s patient was a ii-para, 
aged 26, on whom laparotomy was performed for ruptured right tubal 
pregnancy in February, 1924, and who had also been operated on for 
ruptured left tubal pregnancy on November 18, 1923. He considers the 
points of interest in this case are :—(1) The occurrence of ruptured right 
and left extra-uterine pregnancies in the same person within so short a 
time; (2) the similarity in the position of the ruptures on both sides; and 
(3) the very early rupture of the left extra-uterine pregnancy. 


The wasting infant. Hutchison points out that the terms malnutrition, 
dystrophy, atrophy, athrepsia, ‘‘ food disorders of infancy,” and marasmus 
are used more or less indiscriminately in text-books to designate that 
condition familiar to all under the simple name of ‘‘wasting.’”? He discusses 
the causes of wasting at length under the following six headings : organic 
disease, starvation, prematurity, improper feeding, dyspepsia, and primary 
or idiopathic wasting. 

The treatment of a case of wasting demands the highest degree of 
patience, optimism, and resource on the part of both doctor and nurse. It 
is not merely dietetic—though Hutchison discusses this in detail—the 
general hygiene of the infant is of the first importance. Fresh air, sun- 
shine (if obtainable), cleanliness, and warmth (especially keeping the feet 
and legs warm) are all great aids to success. 

The prognosis is always doubtful. Even when things seem to be going 
well there is always the possibility of an abrupt and apparently inexplicable 
collapse which proves fatal. On the other hand, a sudden and seemingly 
spontaneous improvement may occur even in the worst cases. More 
frequently in cases which ultimately do well there is a gradual improve- 
ment chequered by many relapses. In fatal cases death is usually the 
result either of gradual inanition or of the supervention of an infection, a 
sudden food ‘ intoxication,” or of an attack of diarrhoea. The worst cases 
are those in which everything seems to be right except the power of gaining 
weight. 


Acute puerperal complete inversion of the uterus. Fox records a case of 
recovery from complete inversion of the uterus in a multipara aged 30, 
occurring about 14 hours after a labour that was not remarkable, in which 
the placenta was expressed by Credé’s method. The interesting features 
of this case are said to be: (1) the extreme gravity of shock ; (2) the imme- 
diate good results of transfusion; and (3) the ease with which the uterus 
was replaced manually. 


The treatment of uterine fibroids. Lockyer asserts that it has been 
variously estimated that uterine fibroids can be demonstrated in from 10 to 
25 per cent. of all women, and Frank has stated that 45 per cent. of uterine 
fibroids require treatment. Uterine fibroids which cause no symptoms 
require no treatment, but if the patient is conscious of its presence the 
growth should be kept under periodic observation. 

Uterine fibroids requiring treatment may be dealt with by palliative or 
by curative methods. The operative procedures are thoroughly established, 
so that modern debate centres round the position now held by radiotherapy. 
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The indications for the fascinating and conservative operation of myo- 
mectomy are given by Lockyer as (1) to preserve for the non-gravid woman 
a functional uterus, and (2) to cope with a surgical emergency in the gravid 
state, and he submits (1) that myomectomy during pregnancy is well 
tolerated by the gravid uterus ; (2) that it is not indicated for fibroids which 
lie well up in the abdomen and are causing no symptoms; (3) there is 
uncertainty in the presence of severe bleeding as to the possibility of saving 

the gravid uterus ; this should act as a deterrent to performing myomectomy 

unless urgent symptoms call for interference, but in wisely selected cases it 

has proved to be a satisfactory operation. 

Pointing out the advantages of total over subtotal hysterectomy Lockyer, 
however, does not think the partial operation should be abolished, for the 
easier and quicker operation may, on occasion, be justified where the larger, 
more tedious and bloody procedure would not. 

As regards the fate of the ovaries, he agrees with the statement of Blair | 
Bell that ‘“‘ when conservation of the normal ovary in the normal situation 
is not feasible owing to infection of the appendages, or for other reasons, I 
always make an ovarian graft in women under 4o years of age.” 

Lockyer admits that the value of X-rays and radium in checking 
hzemorrhage is now universally admitted. As hemorrhage is the most 
prominent symptom of uterine fibroids, it might be inferred that radio- 
therapy would find a large field of utility in dealing with these growths. 

Experience, however, has already shown that the symptomatic treatment of iq 
uterine fibroids by radio-active bodies is not without inherent risks. In 
the treatment of uterine fibroids surgery and radiotherapy may run tandem, 
but to radiotherapy he assigns a very subsidiary status. 


The nutritional disturbances of infancy. Myers adopts Finkelstein’s classi- 
fication of the nutritional or food distutbances of infancy, viz. :— (1) Dis- 
turbance of balance, (2) dyspepsia, (3) decomposition, and (4) intestinal 
intoxication, and discusses each in detail. Reviewing the nutritional 
disturbances from the first conception of clinical entities to the present well 
defined states, we are impressed, he says, by the necessity for the closest 
possible observations of clinical facts, the dovetailing of which into their 
suitable pigeon-holes needs infinite care, patience, and accurate deduction. 
Much will be learned from scientific invesigation as to the importance of 
metabolic processes with regard to a single substance (like urea) in one of 
the food states; but it would appear as if, generally speaking, more induc- 
tive information is likely to ensue from careful clinical and biochemical 
methods applied to all four states in the same investigation. This would 
make a valuable comparison between the four states themselves and 
normality. Differences between these states would suggest new lines of 
investigation, which may lead to a clearer conception of the processes 
involved than the one substance investigated. Ultimately we may find the 
necessity for increasing the number of nutritional disturbances. 


Surgical emphysema due to parturition. Harvey delivered a primigravida 
of a glb. infant with forceps under anesthesia without undue difficulty. 
Next morning he found that the neck and adjacent parts over the clavicles 
gave the characteristic crackling feeling of emphysema. By the end of a 
week the air had been absorbed without any bad symptoms. The patient 
had felt no pain in the chest during the labour. BEY. 
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The Canadian Medical Association Journal. 
Vol. xiv, No. 6, June, 1924. 
*Prophylaxis in obstetrics with special reference to the value and importance 
of pre-natal care. J. N. NATHANSON. 
*A case of galactorrhcea. A. T. CAMERON, H. J. FERRIER, and P. H. T. 
THORLAKSON. 
*Fixed principles in the feeding of infants. F. M. Fry. 
*The use of phenoltetrachlorphthalein as a test of liver function. O. C. 
TRAINOR. 
*Hydrocephalus complicating intracranial haemorrhage in a new-born infant. 
S. G. Ross. 
Vol. xiv, No. 8, August, 1924. 
*A few remarks on prophylaxis in obstetrics. L. ARTHUR. 
*Treatment of abortion. H. C. BURGEss. 
“Anesthesia in obstetrics. W. BOURNE. 
*Some conclusions after a symposium in obstetrics. W. W. CHIPMAN. 
*Intra-cardiac adrenalin in asphyxia neonatorum. W. F. Apporr. 
*Modern tendencies in infant feeding. A. GOLDBILOOM. 
*The use of acid milk mixtures in infant feeding. R. R. STRUTHERS. 


Prophylaxis in obstetrics, with special reference to the value and importance of 
pre-natal care. Nathanson quotes the investigation of Grace Meigs into the 
mortality from childbirth in which it was clearly brought out what a vast 
improvement must be forthcoming in order materially to reduce the 
mortality from pregnancy and the puerperal state. He considers that a 
condition which is responsible for between fifteen and twenty thousand 
maternal deaths annually, in the registration area of the United States 
alone, not to mention an equally high morbidity, and which, next to tuber- 
culosis, ranks as the highest death rate, and outnumbers the deaths from 
heart disease and neoplastic diseases for the female population during the 
child-bearing period, must be regarded with grave concern, especially as 
it affects the female population between the ages of fifteen and forty-five. 

From a careful study of the life-histories of the near female relatives of 
five thousand applicants for life insurance, Nathanson found that two 
hundred and forty-six had a mother or sister or both who died from child- 
birth ; one hundred and forty-nine died from tuberculosis, and one hundred 
and thirty-two from neoplastic diseases. In other words, the mortality 
from childbirth among the near female relatives of the applicants was 
almost equal to that from tuberculosis and cancer combined. 


A case of galactorrhea. The authors describe a case of galactorrhcea in a 
married woman aged 25, who had had one child, born in January, 1922. 
The condition was of unknown etiology, the patient being otherwise 
apparently normal in every respect. No endocrine abnormality could be 
detected. The milk contained a high total solid, fat and protein, and a 
low lactose content. X-ray treatment afforded immediate relief of pain, 
and induced cessation of milk flow. Although it is uncertain whether 
permanent benefit has been obtained, repeated treatment can be carried out, 
if necessary, and will prevent the milk-flow and consequent discomfort. 


Fixed principles in the feeding of infants. Fry points out that there is no 
one artificial food suitable for all infants, and that infants vary greatly in 
their idiosyncrasies, their toleration and digestion of food, and in their 
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requirements. Patients must be studied and tested as much as foods have 
been in the past. In testing a child’s tolerance the food should be suited 
to the patient, not the patient to the food, and feeding must, partly at 
least, be empirical, for foods must be digestible and otherwise acceptable to 
each patient. Infants often have a reserve of digestive power which cannot 
be measured, and there may be several different but equally successful 
foods for a given patient. 

Human milk is still the best food for the human offspring and therefore 
in normal cases the food should be preferred which most resembles human 
milk. ‘‘ Caloric feeding,” if rigidly followed, is often a farce, for a calori- 
cally correct food is by some infants refused, or vomited, or discarded by 
the bowel, and children vary in their caloric requirements. Percentage 
feeding is equally fallacious—both the qualitative balance and the caloric 
value should be considered. Feeding in the normal and in the abnormal 
should be distinguished: in the former our rules apply, in the latter 
empiricism must prevail. Proteid milk is a temporary therapeutic agent 
with a definite narrow indication. The chief value of proteid milk, of 
concentrated or modified proteid milk and of lactic acid milk, lies in the 
lactic acid which inhibits bacterial activity and makes casein more digestible. 
It is not important (in most cases) to give any one sugar exclusively. 
Maltose is absorbed in larger proportion than other sugars, breaks up into 
two molecules of dextrose, and often gives a striking gain in weight. It 
aggravates some cases of vomiting by being partly split up in the stomach, 
and is less laxative than other sugars, because it is absorbed higher up in 
the alimentary canal. 


The use of phenoltetrachlorphthalein as a test of liver function. Trainor has 
tested the functional activity of the liver by the use of phenoltetrachlor- 
phthalein in a dozen cases, including three normal pregnancies and two post- 
partum eclampsias. The principle of the method as published by Rosenthal 
is as follows :—Five milligrams of phenoltetrachlorphthalein per kilogram 
of body weight is injected intravenously. With this dosage elimination 
occurs very rapidly. In normal individuals from two to six per cent. is 
present in the plasma at the end of 15 minutes, and practically complete 
disappearance takes place at the end of 50 to 60 minutes. In case of liver 
disease the dye may persist in the plasma in high percentages for many 
hours. Trainor considers this method of testing liver function a distinct 
advantage over previous ones, being superior both in ease of execution and 
accuracy of results to the method of estimating excretion in the feces. The 
“series of cases reported is too small to be taken as conclusive evidence of the 
reliability of the test, though they serve to show the possibilities of the 
method in a variety of liver conditions. The limitations of the test can 
only be discovered by a more general clinical application making available 
the joint experience of a number of workers. 


Hydrocephalus complicating intra-cranial hemorrhage in a new-born infant. 
Ress records this case as it illustrates the possibility of recovery afte 
severe intracranial heemorrhage at birth, lumbar and later ventricular 
puncture relieving the pressure symptoms which endangered life, and 
possibly preventing permanent damage to the cortex. As to the future of 
the child there is after the lapse of a year no evidence of residual damage 
to the brain, and while it is early to make a definite statement the prognosis 
seems good, 
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Prophylaxis in obstetrics. According to Arthur prophylaxis in obstetrics 
has the following objectives : (1) The production of a healthy, living foetus 
in a healthy mother; (2) the delivery of a healthy, living child without 
damage to the mother; (3) the ensuring of a healthy post-natal period for 
the mother, and (4) the safeguarding of the infant after birth. That these 
objectives can be fulfilled by ante-natal or pre-natal care has become 
recognized more and more as the years go by all over the civilized world, 
which is largely attributable to the influence of the late J. W. Ballantyne of 
Edinburgh. 


The treatment of abortion. Burgess lays great stress on diagnosis since 
he considers that the proper treatment of abortion depends upon a detailed 
diagnosis. This varies according as to whether the abortion is threatened, 
inevitable or incomplete, and whether infected or non-infected. 


Anesthesia in obstetrics. § Bourne points out that in the relief of pain 
in obstetrical practice it is necessary to employ such drugs and methods as 
will interfere as little as possible with the normal physiological progress 
of labour. 

The anzesthetic and analgesic agents in use at the Montreal Maternity 
Hospital are heroin, chloroform, ether, methylene chloride and nitrous 
oxide. It is intended to use ethylene as soon as it can be obtained. 
“Twilight sleep’? has not been employed for a long time. As regards 
spinal, regional and colonic anzesthesias Bourne considers it advisable to 
wait for a more general acceptance of these methods. 


Conclusions after a symposium in obstetrics. In a total of 1,733 confinements 
in the Montreal Maternity Hospital during the past year there were 172 
cases of forceps and 25 of version, giving a percentage of 11.5 requiring 
mechanical assistance. As the result of the year’s work Chipman concludes 
that labour is a physiological process and that the ideal and safest labour is 
a spontaneous one; that a woman who has suffered in one pregnancy from 
eclampsia, should, in any subsequent pregnancy, spend the last trimester 
largely in bed; that the diagnosis of placenta praevia made the sooner 
delivery is effected the better, and that in toxic cases of pernicious 
vomiting of pregnancy 200 cc. of a 20 per cent. glucose solution may be 
given intravenously, two or three times in the 24 hours, with marked benefit, 
though we should not wait too long before interrupting the pregnancy. 
This should be done if the pulse-rate rises steadily to 100, and continues 
thereat for 24 hours. As regards prophylaxis girls should be unosten- 
tatiously prepared during childhood and adolescence, and the life of the 
indolent and luxurious rich must be reformed, as must the conditions of the 
underfed and overworked poor. 


Intra-cardiac adrenalin in asphyxia neonatorum. Abbott records two success- 
ful cases, and draws the following conclusions :— 


1. Intracardiac injection of adrenalin is a rational and practical thera- 
peutic measure in cases of asphyxia neonatorum. 

2. It is not necessary in ordinary cases, but should be at least available 
when occasion demands its use. 

3. The exact intracardiac dose is as yet a matter of dispute. 
4. The left ventricular wall is the most desirable site of injection. 


ERE 
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5. The dangers are more theoretical than practical, and in cases in which 
it is necessary the ‘‘ end justifies the means’ even if some element of 
danger is entailed. 


Modern tendencies in infant feeding. Goldbloom believes that the greatest 
advance in infant feeding is the work of Marriott who has taught us the 
value and significance of the acidification of milk, but the problem will only 
be solved when a food shall have been devised which, like human milk, 
will invariably agree with all infants, and which will not require alteration 
in its composition throughout the bottle period of the infant’s life. 


The use of acid milk mixtures in infant feeding. Struthers considers that 
the use of acidified milk is indicated for practically any baby with a 
disturbance of its nutrition for whom it is impossible to get breast milk, 
except those showing an idiosyncrasy to cow’s milk, and in particular any 
artificially fed baby who refuses to gain weight and has attacks of vomiting, 
distension, and diarrhoea when fed on any sweet cow’s milk mixture, or 
any of the prepared baby’s foods on the market. It is particularly valuable 
in cases of marasmus. Its use is not limited to sick babies, it can be fed 
successfully to well babies. Struthers does not claim that acidified milk is 
a panacea for all nutritional disturbances of infancy, but that when 
judiciously used it has proved to be another great advance in solving the 
difficult problem that is ever before the pediatrist. F.E. T. 


American Journal of Obstetrics and Gynzcology. 
April, 1924. 

Extra-peritoneal Czresarean section (gastroelytrotomy) in presumably 
infected and mismanaged cases of prolonged labour. A. B. Davis. 

*Is Caesarean section justifiable in ablatio placentae? J. O. POLAK, 

*1. Frozen section through uterus of woman dying during third stage of 
labour, illustrating mechanism of placental separation and extrusion. 
2. Frozen sections through uterus of woman dying from central placenta 
preevia, following Braxton-Hicks version. P. Titus. 

*Treatment of placenta praevia. R. McPHERSON. 

The uric acid content of human amniotic fluid. J. I. WitiAms and J. A. 
BARGEN. 

Uric acid in the blood in the toxaemias of pregnancy. , E. L. KING and W. 
DENIS. 

Hepatitis in its relation to inflammatory disease of the abdomen. A 
clinical and laboratory study. C. G. Hryp, W. J. MAcNraL, and J. A. 
KILLIAN. 

Acute pancreatitis. I. F. SMEap. 

Carcinoma of the cervix associated with pregnancy. N. SCHILLING. 

*The clinical significance of chemical and serum analyses of the blood of 
uterine cancer carriers subjected to measured radiation doses. H. 
SCHMITZ. 

Meningeal haemorrhages of the new-born and their remote consequences. 
A. GORDON. 

Report of a case of acquired atresia of the vagina and the operative result. 
H. Grab, 

Heematocolpos in a child of six weeks. G, I, MOENCH. 
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May, 1924. 

“Endometrial tissue in the ovary. O. H. SCHWARZ. 

*Carcinoma of the uterus. G. W. CRILE. 

*Radiation therapy of cancer of the uterus. U. V. PORTMANN. 

*The rdle of radium in the treatment of carcinoma of the uterus. T. E. 
JONEs. 

*Relative values of irradiation and radical hysterectomy for cancer of the 
cervix. J. G. CLARK and F. B. BLOckK. 

*Carcinoma of the body of the uterus (with the report of 115 cases). C. C. 
Norris and M. Voor, 

Solid ovarian tumours : their pathology. S. H. Grrst. 

Solid tumours of the ovary; their clinical consideration and treatment. 
BisHop. 

*Eclampsia —is it a biological necessity? O. M. GRUuHZIT. 

Two cases of recurrent cyst adenoma of the ovary. D. HADDEN. 

Abdominal haemorrhage from ruptured Graafian follicle cyst. D. Happen. 

Report of the committee on maternal welfare to the American Association 
of Obstetricians, Gynecologists and Abdominal Surgeons, 1923. 


June, 1924. 

Anatomical and clinical studies upon 875 placentae. J. E. Davis. 

*The serum treatment of puerperal sepsis. H. BAILEY. 

A preliminary report of a statistical study of puerperal sepsis. O. R. 
Bichel. 

*The conservative treatment of eclampsia. A. C. BECK. 

A statistical review of the toxcemias of pregnancy. E. E. BUNZEL. 

*Chemical hysterectomy. W. W. Bascock. 

The Roentgen ray diagnosis of normal and abnormal pregnancies. FE. 
SPEIDEL and H. H. TURNER. 

Results of radical surgical treatment of procidentia by the Murphy, 
Collins and Jackson operations. 

Report of a case of a large interstitial fibroma of the cervix—operations. 
ALL. 

Diabetes mellitus in pregnancy. H. J. WIENER. 


July, 1924. 

The newer gynecology. B. C. Hirst. 

*The serum treatment of puerperal sepsis. H. Barry. 

The Wassermann test. D. L. BELDING and I. 1. HUNTER. 

Natural immunity in the new-born. L. K. MUSSELMAN. 

The diagnosis of sterility in the male and female. M. HUHNER. 

The intra-uterine contraceptive pessary— inefficient and dangerous. R. S. 
SIDDALL. 

Gynecologic plastic surgery under sacral-trans-sacral ancesthesia. M. 
MaGip and W. KLEIN. 

"Experimental attempts to promote uterine growth. M. R. Rospinson and 
ZONDEK, 

A possible factor controlling the weight of the new-born. Relationship 
of the area of the placenta to the birth-weight of the child based on 
observations in one hundred cases. R. T. LA VAKE. 

The incidence and significance of urogenital symptoms in gynaecological 
patients. W. T. DANNREUTHER, 
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*Report of a case of solid carcinoma of the ovaries reaching to the navel in 
a girl of nineteen. R. L. DICKENSON. 
*Report of a case of Krukenberg tumour. O. A. GORDON, 


Is Cwsarean section justifiable in ablatio placente? Polak finds that ablatio 
placentze is a relatively common accident which in many cases has an 
apoplectic origin from torsion of the uterus. Toxemia is a predisposing 
factor; in very few can the hzemorrhage be directly attributed to trauma. 

He divides the cases into two general classes, the non-tragic and the 
tragic. In the former intelligent expectancy in conjunction with rupture of 
the membranes, a tight binder and pituitary extract will effect delivery. 
In the latter, abdominal section with blood transfusion is the procedure of 
choice. The decision between hysterotomy and hysterectomy depends upon 
the amount of haemorrhagic infiltration of the myometrium. 


Frozen sections through uterus of woman dying during third stage of 
labour illustrating mechanism of placental separation and extrusion. Titus 
and Andrews, from the study of a frozen section of the uterus of a patient 
who died from pulmonary cedema in the third stage of labour, conclude that 
separation of the placenta is mainly accomplished by uterine contrac- 
tion and that the rdle played by the supposed formation of a retro-placental 
blood-clot has been over-estimated. 

The authors also had the opportunity of studying the frozen section 
of a woman who died undelivered after a bi-polar version for central 
placenta praevia. They were astonished to find the large size of the placenta 


and the comparatively trivial area of detachment which caused the fatal 
haemorrhage. 


Treatment of placenta previa. McPherson classifies cases of placenta 
preevia according to the viability of the child. If the child is viable and 
the cervix not dilated he advocates Cesarean section in all cases. He 
considers that vaginal packing is the best treatment for cases in which the 
child is not viable. 


The clinical significance of chemical and serum analyses of the blood of 
uterine cancer carriers subjected to measured radiation doses. From a study 
of the nitrogen content of the blood in cases of carcinoma treated by 
radiation Schmitz concludes that “ radiation sickness’? is caused by the 
absorption of autolytic products from degenerative areas of the tumour 
mass. His results indicate that patients with extensive and necrotic cancer 
tumours should be subjected to radiation with much caution. Patients 
with advanced carcinomata should not be treated by radium or Roentgen 
rays. The sera of patients with carcinoma become carcinolytic after 
treatment with radium and Roentgen rays, as evidenced by the Freund- 
Kaminer reaction. 


Endometrial tissue in the ovary. ‘This article is of the type which is utterly 
destroyed by the mutilation of abstraction. Those who are interested in 
the pathology of endometrioma must read the original which they will find 
is a record of accurate observation. 


Carcinoma of the uterus. Crile has abandoned, for the time being, the 
Wertheim operation for carcinoma of the cervix in place of radiation, but 
he still performs hysterectomy for carcinoma of the corpus uteri. He 
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reserves his final judgment as to the total abandonment of surgery in 
cervical cancer until time enables him to compare the results of the two 
types of treatment. 


Radiation therapy of cancer of the uterus. Portmann believes that the 
treatment of carcinoma of the cervix will become entirely confined to 
radiation therapy. He, unlike so many workers in this field, advocates 
radiation even in advanced cases of carcinoma. As for carcinoma of the 
fundus he is doubtful whether radiologists can improve upon Crile’s 
surgical treatment in which 26.8 per cent. were alive after five years, but 
sees no reason why such results may not be equalled by radiation alone. 
The author has not sufficient data at this stage to compile statistics of end- 
results. 


The réle of radium in the treatment of carcinoma of the uterus. Jones reports 
good results in the treatment of carcinoma of the cervix by radium therapy 
even in inoperable cases, but very bad results by the combination of surgery 
and radium—so much so that he has discarded combined treatment. 
In view of the excellent surgical results in the treatment of fundal cancer 
he does not advocate radiation in these cases. 


The relative values of irradiation and radical hysterectomy for cancer of the 
cervix. Clark and Block insist that there is only one way of classifying 
cancer cures, and that is upon an actual basis of gross numbers. On this 
basis the results of radio-therapy and the radical operation give approxi- 
mately the same result. They find that radium is a palliative remedy of 
inestimable value in the great majority of hopeless surgical cases and is of 
absolute curative value in a small percentage of cases. While it challenges 
most favourable comparison with the radical abdominal operation, the 
authors take no issue with the skilful specialist who still adheres to the 


radical operation provided that he supplements his operation with post- 
operative irradiation. 


Carcinoma of the body of the uterus (with the report of 115 cases). The 
analysis of these cases of fundal carcinoma yields results in general agree- 
ment as to symptoms with those commonly held. In their view the treat- 
ment of choice for adenocarcinoma of the fundus of the uterus is pan- 
hysterectomy with removal of the appendages. They have not performed 
the Wertheim operation as a routine procedure. For cases too advanced 
for hysterectomy radium irradiations are an excellent palliative procedure 
and in some cases appear to be curative. The authors adopt a three year 


standard of cure so that their results are not comparable with those of 
others. 


Eclampsia—is it a biological necessity? Gruhzit, basing his opinion upon 
experiments in blood grouping in pregnancy, considers that the pathological 
changes in eclampsia can be explained on the basis of a new colloidal 
condition in the mother’s blood stream which is produced by the inter- 
agglutination between her blood and that of the feetus. This “ thick ” 
blood calls forth an increase of blood pressure, spasticity of capillaries, 
general cedema and stasis and, in turn, convulsions. 

The serum treatment of puerperal sepsis. Bailey administers polyvalent 
ante-streptococcic serum very slowly in roo ce. doses. Finding that he 


as 
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obtained violent reaction when the serum was diluted with normal saline, 
he adopted the method of very slow (? intervenous) administration. Most 
of the patients had an increase in temperature and pulse-rate after the 
injection, and many had a marked chill. This rise of temperature occurred 
rather with the first than with repeated injections. He advises that the 
serum should be given when the temperature is at its lowest for the day. 
A number of patients developed serum sickness and one had a rather 
alarming cedema of the glottis. The death-rate (21.4 per cent.) is unusually 
high, in view of the fact that no patient had a positive blood culture 
and in only six out of the 13 was a hemolytic streptococcus found in the 
uterus. The serum need not be the cause of this mortality. 


The conservative treatment of eclampsia. Up to six years ago Beck resorted 
to various methods of rapid delivery in eclampsia but the unsatisfactory 
results led him to try conservative methods. He now relies upon 
phlebotomy and morphine during the fits; after this stage is safely over he 
induces labour. He had a mortality of 18.4 per cent. in 38 cases, which 


include two successful Caesarean sections for indications other than the 
eclamptic fits. 


Chemical hysterectomy. Under this intriguing title Babcock describes a 
method of destroying the endometrium by the local application of a solution 
of chloride of zine containing 60 grains to the ounce of water. Under 
anesthesia, after dilatation of the cervix, the uterus is packed with gauze 
soaked in the above solution. During the procedure the vagina is protected 
with gauze impregnated with dry sodium bicarbonate. The vagina must 
also be protected in a similar way from any of the caustic fluid which may 
escape from the cervix after the operation. The packing is withdrawn in 
seventy-two hours or less according to the amount of gauze used and the 
thickness of the uterine walls. The uterine slough will come away about 
the end of a week. If the slough has not been expelled by the ninth day 
it should be removed by forceps. It is not clear in what way the method is 
better than others at the disposal of the modern gynecologist. 


Experimental attempts to promote uterine growth. The experimental results 
of Robinson and Zondek upon guinea-pigs may be briefly stated as 
follows :— 

They frequently succeeded in bringing about an increase in the size of 
the uterus by the administration of chemically prepared ovarian extracts 
but not with those obtained by tryptic fermentation. They obtained 
identical results with extracts of other glands. They found that genital 
growth could be stimulated by the administration of non-specific amino 
bodies as well as by the so-called specific extracts. They could not obtain 
a true endocrine effect with ovarian extracts for in the process of prepara- 
tion the active principle is destroyed. 


Report of a case of solid carcinoma of the ovaries reaching to the navel in a 
girl of nineteen. A large tumour mass, of a fawn colour, firm and cartila- 
ginous in consistency, containing cascous areas was removed by Dickenson 
from a girl of 19 who had had very slight abdominal pain during the 
previous four weeks. The other ovary was also enlarged. The sections 
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showed diffuse small-celled carcinoma, and the pathologist hazarded the 
opinion that the prognosis must be very bad, but she was alive and well 
two years later. 


Report of a case of Krukenberg tumour. The patient, aged 39, complained 
of gradually increasing amenorrhcea and slight abdominal pain. There was 
no mention of gastro-intestinal symptoms at the time. When Gordon 
operated he found bilateral ovarian tumours and ascites. No examination 
of the stomach and intestines was made at the operation. 

Microscopic sections from the ovarian tumour showed masses of spindle 
cells with mitotic nuclei arranged in whorls. In places large hyperchromatic 
cells, which fused into giant cells or penetrated individually or in cell rows, 
were detected. Small circular lumina were lined with flattened cells of this 
type and near cedematous portions typical signet-ring cells also were found. 
A few wide tissue spaces were filled with coils of epithelial-like cells. The 
patient made a good recovery. At no time were there any gastro-intestinal 
symptoms. She was readmitted three months later, and at an exploratory 
operation a carcinoma of the pylorus was noted. The patient died a month 
later, but no post-mortem was obtained. W. W. KING. 


The Journal of the American Medical Association. 


Vol. 82, No. 9, March 1, 1924. 
*Insulin treatment of the toxeemic vomiting of pregnancy. W. THALHIMER. 


Vol. 82, No. 10, March 8, 1924. 
*An improved ball pessary. A. C. JACOBSON. 
*Ventral fixation during child-bearing period: result in one case. N. M. 
GUION, 
Vol. 82, No. 11, March 15, 1924. 
“Obstetric brachial paralysis (EKrb’s palsy). S. W. BOORSTEIN,. 


Vol. 82, No. 12, March 22, 1924. 
*Agglutination in gonococcus infection with concentrated serum. R. D. 
HERROLD. 
*Transillumination of the vesico-vaginal septum. G. M. Laws. 


Vol. 82, No. 13, March 29, 1924. 
*The management of abortion. O. A. GORDON. 


Vol. 82, No. 14, April 5, 1924. 

“Ligation of the umbilical cord before the cessation of pulsation : does it 
deprive the infant of additional blood? A. C. WiniiAmson and J. V. 
TAYLOR, 

Vol. 82, No. 16, April 19, 1924. 
Congenital syphilis : a public health problem. J. S. LAWRENCE. 
Vol. 82, No. 17, April 26, 1924. 

*Hypernephroma of the ovary: report of a case in a child of three and a 

half years of age. W. A. Downs and LL. C. KNOX. 


Vol. 82, No. 18, May 3, 1924. 
*The heart in pregnancy. P. A. DALy. 
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Vol. 82, No. 20, May 17, 1924. 
*Rate of sugar absorption in the new-born. R. J. FLoop. 
*The value of milk acidified with lemon juice: its combination with egg 


yolk to add the antirachitic factor. A. F. Hess and M. J. Matzner. 


Vol. 82, No. 22, May 31, 1924. 
Case of retained placenta. C. J. ANDREWS. 


Vol. 82, No. 25, June 21, 1924. 
Double uterus. J. J. Catnin. 
Vol. 82, No. 26, June 28, 1924. 
*The use in sterility of antispasmodic drugs in combination with trans- 
uterine insufflation of gas. S. R. MEAKER. 
Combination stethoscope. M. N. Moss. 


Insulin treatment of the toxemic vomiting of pregnancy Thalhimer has pre- 
viously recorded a series of cases in which post-operative, non-diabetic 
acidosis was successfully treated with a combination of hypodermic injec- 
tions of insulin and the intravenous administration of glucose solution. 
He now records striking results in three cases of severe toxceemic vomiting 
of pregnancy which exactly parallel the cases of post-operative acidosis, 
similarly treated. He therefore concludes that insulin has been demon- 
strated to have as rapid a curative effect on ketosis and the toxamic 
vomiting of pregnancy as it has on pre-operative and post-operative non- 
diabetic acidosis, and that the evidence suggests the extension of insulin 
therapy to other non-diabetic conditions. 


An improved ball pessary. = Jacobson has designed a pessary which he 
claims will palliate procidentia much better than the ordinary ball pessary. 
The symmetrically disposed convolutions constituting the outer section are 
made from a hard rubber ring which, when heated, is bent into the shape 
of a three-leaf clover, each leaf being then curled over a small ball pessary. 


Ventral fixation during child-bearing period. Ceesarean section was per- 
formed on account of the pendulous abdomen produced by ventral fixation 
performed two years before the pregnancy in a woman aged 42. 


Obstetric brachial paralysis (Erb’s palsy). §=.From an elaborate and profusely 
illustrated account of the subject Boorstein draws the following numerous 
conclusions : 

1. Obstetric brachial paralysis is due to stretching or tearing of the 
cervical roots of the brachial plexus. 

2. It is almost always associated with a difficult labour; in many 
instances forceps have been used. 

3. The condition occurs in boys as frequently as in girls. The right side 
is more affected than the left. Affection of both arms is very infrequent. 

4. The upper arm type is due to injury of the suprascapular, and filth 
and sixth cervical nerves. It is much more frequent than the lower arm 
type. 

5. The whole or lower arm type is due to injury of the entire plexus. 

6. Vertex presentation shows the larger percentage of occurrence of both 
types of cases. 

7. Improper management of the shoulder is responsible for many cases ; 
hence they may be prevented by the obstetrician. 
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8. If these cases are treated early and properly, one may expect in the 
mild cases a good recovery in three or four months. 

g. The more severe cases will require about six or seven months for a 
complete recovery. 

10. Nerve operations are indicated if no advance is made in four months. 
After that period, if insufficient improvement is noticed, one may wait four 
months more, provided proper orthopaedic treatments are continued. 

11. The shoulder should immediately be put up in a splint or brace to 


prevent stretching of the paralysed muscles and contracture of the 
unopposed muscles. 


12. The support must be kept 


up for a very long time, eight or nine 
months, as deformities may occur. Massage and exercises are begun early. 

13. Even in the whole or the lower type, one may try conservative 
treatments for a while and then resort to a plexus operation. The result is 
not so discouraging as some text-books would lead us to believe. 

14. The deformity at the shoulder, viz., the adduction and internal 
rotation, can easily be corrected by a tenotomy. 

15. The pronation of the forearm can be corrected by a muscle trans- 
plantation, 

16. A patient suffering from this affection should be under proper 


observation at least till the age of 10 years, as slight deformity may present 
itself. 


Agglutination in gonococcus infection with concentrated serum. Agelutination 
after concentration of the serum in gonococcal infection is claimed to be a 
reliable substitute for the complement fixation test. The use of old cultures 
of packed gonococci for suspension, and the simple equipment needed for 


the agglutination tests, make it available for small laboratories or even for 
office tests. 


Transillumination of the vesico-vaginal septum. Laws transilluminates the 
vesico-vaginal septum by means of an electrically lighted cystoscope passed 
into the bladder filled with fluid, the perineum being retracted by a Sims’ 
speculum. He has found this method useful in locating a small vesico- 
vaginal fistula, and in seeing the thickness of the septum in cystocele, in 
suburethral cyst, and in malignant infiltration of the anterior vaginal wall. 


The management of abortion. = From a study of 1,640 consecutive cases of 

abortion in the Belle Vue Hospital during 1921-23, Gordon concludes that : 

1. All cases of abortion, threatened, inevitable or incomplete, should be 
treated conservatively until it is demonstrated that conservative treatment 
has failed. 

2. Conservative treatment, properly executed, will fail in something less 
than four cases out of a hundred. 

3. The mortality and morbidity in abortion cases is in direct ratio with 
the degree of intra-uterine intervention. The more the manipulation and 
intervention, the higher the mortality and morbidity. 


4. Curettage in abortion transposes many aseptic cases into septic cases. 


Ligation of the umbilical cord before the cessation of pulsation: does it deprive 
the infant of additional blood? As the result of careful weighings in a series 
of 21 cases, Williamson and Taylor conclude that late ligation of the 
umbilical cord should not be urged on the ground that the infant thereby 
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gains an extra appreciable amount of blood. The relative weight gains of 
infants after birth with an early or late ligation do not vary sufficiently to 
offer an argument either way. If there is a weight gain after late ligation 
it is comparatively small. 


Hypernephroma of the ovary in a child three and one-half years of age. Downes 
and Knox find that the literature furnishes only 11 instances of hyper- 
nephroma of the ovarian type. Clinically only one of these closely 
resembles their case, as only one occurred in childhood. The remainder 
have resembled, both clinically and pathologically, hypernephromas of the 
suprarenal kidney or have given local symptoms referable to the ovary. 
Although the records are incomplete, only two of the 11 are known to have 
proved fatal, although two others have recurred. It is probable, therefore, 
that their malignancy is approximately the same, whether primary in the 
ovary or in or about the kidney region, and a favourable result may be 
hoped from an early extirpation. 


The heart in pregnancy. From a study of 117 cases of heart disease in 
pregnancy dealt with in the Chicago Lying-in-Hospital and Dispensary in 
two and a half years Daly concludes that :— 

1. Nearly every woman with organic heart disease, regardless of lesion, 
can carry through pregnancy successfully. 

2. Interruption to save life or prevent cardiac failure is rarely necessary. 

3. Failure, complete or partial, can with rare exceptions be compensated 
and pregnancy continued. 

4. Abortion or delivery in the presence of failure, unless the patient is 
already in labour, is unwise, because anything that is done is an insult to 
the already overwhelmed heart muscle. 

5. There is no material cardiac damage incurred by pregnancy, i.e., after 
completion of the pregnancy, the heart is as efficient as it was at the 
beginning. 

6. Prevention of trouble is accomplished early in pregnancy, not at term, 
during labour or delivery. 

7. Delivery from below, after spontaneous labour, with ether ancesthesia, 
affords the easiest and best means of terminating labour in those patients 
who have no unfavourable obstetric complications. 


Rate of sugar absorption in the new-born. Flood finds that in the new-born 
various sugars have different rates of absorption, dextrose being the most 
readily absorbed. The disaccharides show some of the characteristics of 
their component monosaccharides. Sucrose is not readily absorbed by very 
young infants, but the ability to utilize this sugar increases with the age 
of the patient. 


The value of milk acidified with lemon juice; its combination with egg yolk 
to add the anti-rachitic factor. Hess and Matzner show that lemon or orange 
juice can be added directly to cow’s milk without bringing about curdling. 
By mixing approximately 21 cc. of lemon juice with a quart of milk, its 
butter action is markedly reduced and the hydrogen-ion concentration 
increased from pH 6.64 to about pH 5.54. In this way cow’s milk is rendered 
more digestible, and its true acidity in the stomach is made to resemble 
more nearly that of human milk. Infants who received milk prepared with 
lemon juice thrived well for long periods. 
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Lactic or hydrochloric acid has been added to cow’s milk with the same 
object. Lemon juice supplies anti-scorbutic vitamine thus compensating 
for the deficiency of this essential factor in milk. 

Egg yolk can be combined with the mixture of milk and lemon juice 
with slight alteration of the hydrogen-ion content. This combination is 
well borne by infants. A food is thus prepared which compensates for the 
nutritional deficiencies of cow’s milk, furnishing both the anti-scorbutic 
and the anti-rachitic factors as well as additional fat soluble vitamine and 
iron. 


The use in sterility of anti-spasmodic drugs in combination with transuterine 
insufflation of gas, Meaker records five cases and draws the following 
conclusions :— 

1. There is a definite group of sterile women through whose tubes gas 
‘an be passed with difficulty, or only after several attempts, or not at all 
although the tubes are not sealed by adhesions, and are anatomically normal. 

2. The factor that prevents the passage of the gas in such cases is 
probably spasm of the sphincter-like circular muscle of the interstitial 
portion of the tube. 

3. The same factor can presumably prevent the entrance of spermatozoa 
into the tube, and so cause sterility. 

4. It is most important to recognize this type, and to distinguish them 
from cases of permanent occlusion by adhesions, in order that unnecessary 
operations for supposedly sealed tubes may be properly treated. 

5. For the recognition of these cases Meaker proposes the following 
test: A first insufflation is done without preliminary medication. If no 
gas can be made to pass through the tubes, or if gas passes only when the 
pressure has been raised to 150 mm. or more of mercury, a second insuffla- 
tion is done a day or so later after the administration of benzyl benzoate. 
If, on the second occasion, gas passes through tubes previously impermeable, 
or if it passes at a pressure of less than 100 mm. of mercury in cases in 
which a high pressure was previously required, we can consider that an 
obstructive degree of spasm of the tubal musculature has been demonstrated 
as a factor in the case. 

6. When it is shown by this test that a patient belongs to the group 
under discussion, and there is nothing else at fault with the wife or husband, 
then adininistration of antispasmodic drugs post coitum is indicated for the 
treatment of sterility, and should give good results. BOE. T. 


Surgery, Gynzcology and Obstetrics. 
Vol. xxxviii, No. 4, April, 1924. 
*Premature separation of normally implanted placenta: a brief review of 
the literature and reports of several illustrative cases. R. A. Scort. 
*Papillomata involving the female urethra. M. A. R. KREUTZMANN, 
An operation for the correction of procidentia on marked cystocele and 
rectocele. N. D. MORGAN. 


Vol. xxxviii, No. 5, May, 1924. 
*Ccesarean technique. G. S. Foster. 
*Ethylene-oxygen anesthesia in obstetrics and gynecology. N.S. HEANrY. 
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Vol. xxxviii, No. 6, June, 1924. 
*Adenomyoma of the recto-vaginal septum. M. T. Gonpstine and S. J. 
FOGELSON. 
*Granuloma inguinale; with report of a case observed in Chicago. S. S. 
SCHOCHET. 
*Congenital cystic kidneys in the new-born. N. A. SINGER and J. BRAMs. 


Premature separation of normally implanted placenta Scott believes that 
mild cases of premature separation of the normally implanted placenta are 
more frequent than is commonly believed. A%tiologically, this type of 
haemorrhage can be classified as toxic and traumatic, the latter being much 
in the minority. Mild toxeemias are capable of producing small areas of 
infarction with resultant mild haemorrhages, with little discomfort to the 
mother, but fatal to the baby. Approximately the same toxemias of 
pregnancy resulting in eclampsia are responsible for a premature separation 
of the placenta. Expectant treatment should be resorted to in all mild 
cases of premature separation of the placenta. In extreme concealed 
haemorrhages the treatment should be surgical, preferably Ceesarean section. 


Papillomata involving the female urethra. Kreutzmann considers that 
papillomata are quite common in the female urethra, occurring most 
frequently in the posterior portion, just external to the vesical sphincter. 
They are the result of chronic inflammation of some part of the urinary 
tract, and cause few symptoms. Their importance lies in the fact that 
their presence is indicative of long standing pathological conditions some- 
where in the urinary system. 


Cesarean technique. The success of Ceesarean section is in direct ratio 
to the perfection of the technique of the operation. Foster describes the 
operation as performed by him which has proved most satisfactory in every 
detail. Special emphasis is placed on the method of reinforcing the uterine 
incision and the establishment of an extra-peritoneal route for subsequent 
Ceesareans. 


Ethylene-oxygen anesthesia in obstetrics and gynecology. At the Rush 
Medical College in Chicago ethylene has now been administered 242 times 
without ether and 70 times with ether in the gynaecological operating room ; 
193 times without ether in the obstetric department; and many times for 
rapid pelvic examinations in both departments. According to Heaney, 
ethylene cannot be too warmly recommended for diagnostic examinations. 
Examinations without anesthesia are frequently inadequate. Anesthesia 
with ether, although satisfactory for relaxation, requires too prolonged a 
recovery stage. Under nitrous oxide the patient is frequently not relaxed 
enough for a diagnosis to be made. He found ethylene entirely satisfactory 
for this purpose: the recovery is rapid and complete, most patients being 
able to leave the examining room within ten minutes. 

For extensive pelvic operations by the abdominal route with the patient 
in the Trendelenburg position, however, ethylene and oxygen alone are not 
always sufficient. Relaxation is sufficient if the field of operation is easily 
entered. When, however, the pelvis is deep and extensive packing away 
of the intestines is required, ether may have to be added. With increasing 
experience resort is made to ether less and less often. 
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Adenomyoma of the recto-vaginal septum. Heematomata, or chocolate cysts 
of the endometrial type, may develop anywhere outside the uterus provided 
that normal ovarian function is present to act as a stimulus. In all the 
authors’ four cases there was definite evidence of inflammation. In one 
case the growth apparently was not a transplant or outgrowth from the 
uterus but appeared to be a developmental rest because of its isolation and 
the ease with which it could be enucleated. Later the presence of plasma 
and mast cells indicated chronic inflammation. These growths are not 
only of cetiological and histological interest, but are also of clinical signifi- 
cance, their removal relieving many distressing symptoms. The authors 
feel that the preponderance of evidence is in favour of R. Meyer’s etiological 
theory that these growths are of inflammatory origin, notwithstanding the 
fact that the presence of tissue in situations where it is not noticeably found 
may cause an aseptic inflammatory reaction. 


Granuloma inguinale. Schochet believes that granuloma inguinale is 
becoming more common in the United States and that it is doubtless 
masquerading under various diagnoses. He recommends that a careful 
study should be made for Donovan bodies in all ulcerations about the 
genitals, especially in those in which syphilis and tuberculosis have been 
eliminated. Granuloma inguinale is never associated per se with general 
adenopathy. Schochet thinks it should be placed on the list of notifiable 
diseases. Antimony compounds are specific for this condition. 


Congenital cystic kidney in the new-born. A review of the literature fails 
to reveal any satisfactory statistics regarding the incidence of congenital 
cystic kidney, but the opinion prevails that the disease is rare. Singer and 
Brams believe that a large number of the cases are never reported, and that 
the difficulties encountered in diagnosing this condition and the responsi- 
bility of performing routine autopsies probably accounts for the small 
number recorded. They record a case in which a dry labour was followed 
by the birth of a foetus which was normal except for the presence of con- 
genital cystic kidneys. 

The miscroscopic examination of the kidney tissue and the clinical 
examination of the cyst contents tend to corroborate the theory of defective 
development in utero as the cause of this disease. 

The age of the infant, the absence of other anomalies, the fact that there 
was dystocia, and the presence of urea, uric acid, creatinine and chlorides 
in the cyst contents are added points of interest. F. E. T. 


La Gynécologie 


April, 1924. 
*Malignant embryonic tumour of the uterus (myxo-chondroma). G. 
DURANTE and H. ROULLAND. 


Mav, 1924. 
*Contribution to the study of ovarian pregnancy. P. MOULONGUET-DOLERIS. 
*Ceesarean section followed by temporary exteriorization of the uterus and 
secondary replacement in the pelvis. M. L. PoRTEs. 


ig 
“ee 
: : 


Review of Current Literature 461 


June, 1924. 
*Pathogenesis of uterine fibroids and indications for their treatment. P. 
PETIT-DUTAILLIS. 


Contribution to the study of acetonzemia of pregnancy. H. ROULLAND and 
HELOUIN. 


Malignant embryonic tumour of the uterus (myxo-chondroma) A woman, 
52 years of age, had suffered for three years from irregular, excessive and 
painful menstrual losses. She had become emaciated, and severe lumbar 
pain, diarrhoea and vomiting had arisen. The vaginal vault was occupied 
by a soft irregular mass, which could be broken down with the finger, with 
the production of foetor and hzemorrhage. At the operation the tumour was 
found to have perforated the uterus, the opening being covered by a mass 
of adherent omentum. A total hysterectomy was done, but recurrence soon 
took place and death resulted feur months after the operation. 

It was a diffuse neoplasm of the body of the uterus, developing in the 
middle line of the anterior wall, and secondarily involving the cervix. The 
naked-eye appearance suggested a chorion-epithelioma, but this was not 
confirmed by histological examination. Sections showed a loose delicate 
connective tissue with islets of condensation and islets of cartilage. 

The authors believe that tumours of embryonic origin have often been 
confounded with sarcomata of the uterus. The most likely hypothesis is 


that these tumours arise in relics of protovertebree which have been drawn 
down by the Wolffian ducts. 


Contribution to the study of ovarian pregnancy. A new case is recorded, 
and an abstract of previous publications is given. After the exclusion of 
all doubtful cases, and those unconfirmed by histological examination, a 
total of 77 remains. The author points out that in early ovarian pregnancy 
it is the pregnancy which needs to be demonstrated, while in advanced 
ovarian pregnancy it is the ovary which needs to be found. Nine cases of 
advanced pregnancy ate included in the list, but only one (Prince’s) is 
admitted to be beyond criticism. 


Cesarean section followed by temporary exteriorization of the uterus and 
secondary replacement in the pelvis. This is a new device to guard against the 
dangers of Czesarean section in infected cases. The abdomen was opened 
and the upper part of the incision sutured above the uterus. The uterus 
was then incised and the child removed. The cavity was swabbed with 
tincture of iodine and the uterine sutures were then inserted. The uterus 
remained exteriorized for 24 days. The intention had been to remove the 
uterus if grave infection arose, but after a febrile interval it was found 
possible to perform a secondary section of the uterine wound (on the 20th 
day) and to replace the uterus within the abdomen on the 24th day. The 


abdominal wall was sutured with drainage of the pouch of Douglas. Both 
mother and child did well. 


Pathogenesis of uterine fibroids and indications for their treatment. The author 
favours the view that fibroids are the result of a perversion of the normal 
power of hypertrophy when this is not utilized in pregnancies. In the same 
way he believes that the ovarian and endometrial changes which so 
frequently accompany fibroids are a substitution for the physiologic 
changes of pregnancy. He considers that pregnancy should not be 
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forbidden, but rather encouraged, in the presence of early fibroid changes, 
with the object of preventing further development. 

In uncomplicated cases, in patients under 40, a conservative operation 
should be done whenever possible—myomectomy, fundal hysterectomy or 
unilateral hysterectomy. For patients over 40, radiotherapy is advised; 
and the author prefers to use radium rather than X-rays. He _ places 
50 mg. of radium bromide in the uterine cavity for a period of four or five 
days. The screening consists of 0.5 mm. of platinum, with some turns of 
gauze and an indiarubber tube 2 mm. thick. 

In complicated cases, operation is indicated absolutely or relatively. 
Absolute indications are infection of the tumour, peri-uterine inflammations, 
necrobiosis, calcification, retained products of conception. ‘‘ Every painful 
fibroid should be operated on.” The following relative indications are 
given :~—-sarcomatous degeneration, carcinoma, pressure symptoms, fibroids 
complicated by prolapse. 

The most precise diagnosis is insisted on, in order that the appropriate 
method of treatment may be chosen. A. GouGu. 


Gynécologie et Obstétrique 
Vol. viii, No. 4, 1923. 

A case of early ovarian pregnancy. BROUHA. 
Authentic. 

ictopic pregnancy developing in the remaining portion of a tube after 
incomplete extirpation. AUVRAY. 

Tuberculous salpingitis with metrorrhagia. HARTMANN-KEPPEL. 

Note on the technique of salpingectomy. LEON IMBERT. 


Proceedings of the Belgian Society of Gynzecology and Obstetrics. 

Complicated embryotomies. VAN CAUVENBERGHE (Ghent). 

A case of acute nephritis during pregnancy. HILAIRE KEIFFER. 

A case of hydatidiform mole. ImoroLpD MAYER. 

A case of lipomatous hyperplasia of the omentum simulating an appendage 
tumour. CROUSSE. 

A case of cancer of the body of the uterus. HENROTAY. 


Vol. viii, No. 5, 1923. 
Congress on puerperal fever. (Strasbourg, Aug. 1923.) Opening by Pro- 
fessor Bar. 


First report by Professor CouveLarrE (Paris): ‘ Historical sketch of 
puerperal fever ” (published in Gynécologie et Obstetrique, No. 1, Vol. 
viii.). 

Rough sketch of the operative interventions and of the importance of 
puerperal infection in the Maternity at Strasbourg in the beginning of 
the 19th century. Roos (Strasbourg). 

Second report by Professor Broua (Liege) : ‘ Modern views on puerperal 
infection, «etiology, pathological anatomy, and prophylaxis ’’ (published 
in Gyn. et Obst., No. 1, Vol. viii.). 

Discussion by Marbais (Paris) and Schickelé (Strasbourg). 


4 

ie 

| 


Review of Current Literature 463 


The importance of suppurative pelvic phlebitis in puerperal infection. 
LEQUEUX and CHOME (Paris). 

Discussion by Schickelé, Reeb (Strasbourg), Schokaert (Louvain), 
Daels (Gand), Rossier (Lausaune). 

Third report by Professor E. HAucn (Copenhagen): ‘‘ The diagnosis and 
prophylaxis of puerperal fever’ (published in Gyn. et Obst., No. 1, 
Vol. viii.). 

Discussion by Schickelé, Riviére (Bordeaux), Daels, Rossier, Brouha 
(Liege), Reeb. 


After discussion the following resolutions were agreed :— 


(1) The Congress considers there is a need to establish exact rules for 
determining the temperature of women in labour and the puerperium and to 
decide the significance of the results obtained. 

(2) That the temperature should be taken night and morning during the 
hour preceding a meal and also when there is any clinical indication of a 
rise of temperature. 

(3) That the observations should indicate if the temperature has been 
taken in the axilla or deep, and in the latter case, where taken; the Con- 
gress insists on the advantage of the rectal temperature. 

(4) Excluding the first 24 hours, every temperature exceeding 38° C. and 
remaining raised for more than 12 hours should be considered as pathological 
during the puerperium. 


Fourth Report by Professor ALFIERI (Pavia): ‘‘ Concerning therapeutic 
measures for treating puerperal infections.’’ (Published in Gyn. et 
Obst., No. 1, Vol. viii.). 

Discussion by van Rooy (Amsterdam), Daels, Chomé, Lequex, Hamm, 
Rossier, Schickelé. 

Some cases of puerperal fever produced by a diplococcus, observed during 
the influenzal epidemic and of a similar epidemic nature. PORTACOELI 
(Valencia). 

Induction of labour by galvanization. Prophylaxis of endogenous infec- 
tion in delayed labour. Hamm (Strasbourg). 

The bacterial flora of the cervix and of the blood in women during the 
puerperium; the significance of Gram-negative streptococci. MARBAIS 
(Paris). 

Treatment of puerperal fever by arsenobenzol, pure or iodized. MArsats 
(Paris). 

Primary curettage and prophylaxis of puerperal infection. BrNorr (Paris). 

The influence of premature rupture of the membranes on puerperal fever. 
KRreEIS (Strasbourg). 

The effects of influenza in maternity hospitals. VANDEScAL (Paris). 

Histological researches on puerperal infection (with lantern slides). 
SCHICKELE and Rrorre (Strasbourg). 

(i) Gangrene of the fundus uteri after criminal abortion; (ii) Multiple 
abscesses of the uterus after criminal abortion. RkrEB (Strasbourg). 


Vol. viii, No. 6, 1923. 
*Placentolysis in utero-placental apoplexy. 
Study on cylindroma of the uterus (endothelioma eylindroma of the uterus). 
A. Bares (Bucharest). 


464 Journal of Obstetrics and Gynecology 


On the relations between the corpus luteum and menstruation. COTTE 
(Lyon). 

Primary chorion-epithelioma of the broad ligament. BERGERET and 
MOULONGUET. 

*Pelvic contractions subsequent to infantile paralysis. Larront & GAUjoux. 


Placentolysis in utero-placental apoplexy. Conclusions :— 

(1) In utero-placental apoplexy there is enormous dilatation of the venules 
of the villi, vascular rupture with extravasation of foetal blood into the villi 
and maternal sinuses, causing histolysis of the villi; at the same time are 
produced interstitial haemorrhages in the uterus, appendages and other 
organs. 

(2) The nodular and striate formations of fibrinoid material, the red and 
white infarcts, and utero-placental apoplexy are certainly due to one and 
the same process. The etiology must be sought in a conflict between the 
nutritive foetal-maternal relations and not in the liberation of a toxic 
placental substance. 

(3) Utero-placental apoplexy, both clinically and pathologically, must be 
placed definitely alongside eclampsism and eclampsia in the pregnancy 
toxcemias. 


Pelvic contractions subsequent to infantile paralysis. Conclusions: Pelvis 
affected by mechanical causes; if the atrophy is limited to a part or the 
whole of a leg without involving the pelvis contraction is commonly absent ; 
if contraction be present, it is usually slight, rarely interferes with engage- 
ment of the head and rarely causes a serious obstacle to the delivery. 

Pelvis affected solely by atrophy : if the atrophy affects one or both legs 
as well as the pelvis the proportion of labours made difficult or impossible 
per vias naturales is increased. If it be true, as Achard and Leblanc 
suggest, that there is a pathological articular relaxation, the obstetrical 
prognosis must be none the less guarded, and demands an exact apprecia- 
tion of the degree of atrophy as well as of the disproportion which may 
exist between the head and the pelvis. The authors point out the possibility 
of obliquity of the pelvis with extra contraction of the outlet. 

Pelvis affected by lameness as well as by atrophy. In these cases 
normal delivery is rare : the favourable results cited in their cases are due 
to the fact that the observations for the most part were made accurately in 
obstetrical clinics and led to the institution of suitable treatment—frequently 
Czesarean section. 


Vol. ix, No, 1, 1024: 

Study on the function of the ovaries (Part IV). There is no connexion 
between the thecal tissue (glande thécal) and normal or abnormal 
menstruation. SCHICKELE. 

Can the corpus luteum give rise to an abundant intraperitoneal haemor- 
rhage? SCHICKELE. 
The answer is in the affirmative in very exceptional cases—three are 

recorded. 

Diffuse overgrowth of the decidua and haemorrhages at the end of preg- 
nancy. A. RIOTLE. 

True and false tumours of the placenta. SCHICKELE. 

Contribution to the origin of hydatid mole. R. KELLER. 

Anatomico-clinical study of the marginate (Circumvallate) placenta. RIEHL, 
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Pregnancy toxemia or obstetric shock? Sudden death after labour. 
SCHICKELE. 

On the use of hypophyseal extract in obstetrics. BURGER. 

Concerning a case of aberrant fibroid becoming malignant (typical malig- 
nant fibromyoma, pseudo-cystic). JACQUIN. 

R. A. HENDRY. 


Bulletin de la Société d’Obstétrique et de Gynécologie de 
Paris, etc. 
No. 10, 1923. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 


February 22, 1922. 
Interstitial pregnancy. R. GILLEs. ef 
Fibroma and pregnancy. Hysterectomy after fruitless attempt at myo- 
mectomy. R. GILLES. 
_ Extreme length of cord (98 cm.). Relative shortness owing to a double 
turn around the body, a figure of 8 around the left arm and one turn 
_ round the neck. ALFONSI. 
Extirpation of large varicose mass (in vulva) at sixth month; delivery at ' 
84 months. Eclampsia. Low insertion of placenta. ALFONSI. 
Two cases of torsion of hydrosalpinx. F. P. TOURNEUX. 
Biliary lithiasis and the pregnant state. LAURENTIE. 
Depression of frontal bone: elevation by Boissards’ method. AUDEBERT 
and Gay. 


Rupture of uterus. Porro operation. Recovery. -AUDEBERT and FOURNIER. 


March 29, 1922. 
Premature engagement of head in contracted pelvis; deformity of foetal 
head. Garripuy and LABORDE. 

An axial torsion of uterine fibroids. DIEULAFE. 

A case of sarcoma of vagina. ‘TOURNEUX. 

Cancer of the cervix and pregnancy. DIEULAFE. 

Tibio-tarsal arthritis during pregnancy : autoserotherapy. AUDEBERT and 
BERNARDBEIG. 


May 24, 1922. 
Pregnancy after unilateral ovariotomy for cyst. DIEULAFE. 
Influenza and pregnancy. AUDEBERT and BERNARDBEIG. 
Generally contracted pelvis. Conservative Czesarean section before the 
onset of labour. FOURNIER. 
Slow painless torsion of ovarian cyst during the puerperium. Rapid and 
considerable increase. LAURENTIE. 
- Amaurosis with eclampsia during the puerperium. LAURENTIE. 
Two cases of late Cesarean section; one by classic technique, the other 
transperitoneal suprapubic. 
. Mediastinal emphysema in a newly-born infant, following natural delivery ; 
resuscitation without insufflation. AUDEBERT and Gay. 
Ectopia abdominale (ccelosomien) : dissection and radiographs. AUDEBERT 
and BERNARDBEIG, 
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July 5, 1922. 

Two observations of torsion of abdominal tumours : hamatosalpinx and 
ovarian cyst. Removal. Cure. Attempt at differential diagnosis. F. 
FOURNIER. 

Accidents with hypophyseal extract in obstetrics. A case of labour com- 
plicated: by several injections of hypophysine. LAURENTIE. 

Serious peritoneal crises at third and sixth month of pregnancy caused by 
a fibroid and simulating appendicitis. Myomectomy. Cure. Premature 
labour. LAURENTIE. 

Concerning immediate or delayed intervention in cases of fulminating 
tupture of ectopic pregnancy. TLAURENTIE. 

Cresarean section on an eclamptic. GAripuy and GRIMES. 

A case of purulent pericarditis in the new-born, without pulmonary lesions. 
Garipuy and GRIMES. 

Hydrocephalus and spina hifida. AUDEBERT and Gay. 

Two cases of cornual (angulaire) pregnancy. AUDEBERT and DAMBRIN. 


November 29, 1922. 

Innocent placentoma. ALFONSI. 

Ectopia abdominale monster with large sacro-coccygeal tumour. AUDEBERT 
and BERNARDBEIG. 

Subtotal hysterectomy in a case of physometra. AUDEBERT and FOURNIER. 

Acardiac monster. AUDEBERT, GAY and GODREAU. 


GYNECOLOGIE ET OBSTETRIQUE. 
No. 3, 1923. 


Third Congress of the Association of French-speaking Gynecologists and 
Obstetricians, held at Geneva, August 9, 10, 11, 1923. 

Opening remarks by M. Mrrret (Lausanne), President of the Association. 

Introduction by M. Bourcart (Geneva), President of the Congress. 

Discussions on Reports and Communications. 


First report: ‘On the surgical treatment of retrodisplacements of the 
uterus ”’ (published in August Number of Gyn. et Obst.). 

Discussion by Rouffart (Brussels), Rene Crousse (Brussels), Henrotay 
(Antwerp), Bourcart (Geneva), Begouin (Bordeaux), d’Ernst 
(Geneva), Koenig (Geneva), Muret (Lausanne), Aubert (Geneva), 
Siredey (Paris), Cotte (Lyons), Rossier (Lausanne), Schickelé, delle 
Chiaje (Naples). 

Second Report : ‘‘ On treatment of pregnant women with pulmonary tuber- 
culosis ” (published in August Number of Gyn. et Obst.). 

Discussion by Thelin (Lausanne), Guerdjikoff (Geneva), Rossier 
(Lausanne), Bar, Brindeau (Paris), Siredey (Paris), Chatillon 
(Geneva), Schickelé, Krafft (Lausanne). 

Third Report : “ On anesthesia in gynecology and obstetrics ”? (published 
in August Number of Gyn. et Obst.). 

Discussion by Rossier (Lausanne), Balard (Bordeaux), Koenig 
(Geneva), Brindeau (Paris), Hamm (Strasburg), Gagey (Paris), 
Krafft (Lausanne), Muret (Lausanne), Jean-Louis Faure, Boureart 
(Geneva), van Rooy (Amsterdam), Balard and Jeanneney (Bordeaux), 

Schickelé, Rapin (Lausanne). 
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MISCELLANEOUS PAPERS. 

*Clinical study of the relations between the appendix and the female genital 
organs. BEUTTNER (Geneva). 

Pubiotomy, results obtained at the Maternity at Lausanne. THELIN. 

*A case of true hermaphroditism. A. REVERDIN. 

A mannikin for the teaching of gynaecology. DE SEIGNEUX. 

A rare case of pelvic deformity due to an affection of the spinal cord. 
ROSSIER. 

*Biological researches on the serum of cancer patients. KOTZAREFF. 

Uterine haemostasis. DE BUMAN. 

Radiography of the female pelvic organs after pneumoperitoneum. YuNnc. 

Cinematograph demonstration of the contractions of the rabbit’s uterus 
seen through an abdominal window. 


Clinical study of the relations between the appendix and the female genital 
organs. Beuttner considers that the appendix involvement is usually 
secondary to genital appendage infection and that uterine appendage infec- 
tion is only rarely secondary to vermiform mischief. 

He recalls a report published in 1919 on 100 appendices removed; 37 
histologically normal, 63 pathological. Of the 37 normal, 29 appeared patho- 
logical to the naked eye, and of the 63 pathological 10 appeared normal ; 
i.e., naked-eye examination is unreliable. 

Details of the 100 appendices presumably appear in the report (exact 
reference is not given) ; he states that only 17 of the 100 appendices required 
removal on direct indications; the inference is open that the remaining 
histologically abnormal appendices were very mildly and_ secondarily 
involved and should recover. He concludes that routine extirpation of the 
appendix is not to be recommended and that each case should be treated on 
its own merits preserving a healthy conservatismi. 

In the discussion (Siredey Paris) favours removal of the appendix. 

J.-L. Faure believes that almost all appendices are diseased, and that 
they should be removed as a routine unless there is some special reason to 
the contrary. 

Bourcart only removes on direct indication and considers that ‘‘ chronic 
appendicitis ’’ is often a myth. 

Regouin quotes the figures in the paper, i.e., that a number of macrosco- 
pically healthy appendices were, in fact, abnormal, as a sound reason for 
routine removal and goes further in advising prophylactic appendicectomy. 


A case of true hermaphroditism. A full description of the habits, mode of 
life, and operation performed on the individual concerned, marred by scanty 
histological details of an ovo-testis on the left and a seminoma on the right. 


Biological researches on the serum of cancer patients. The cellular elements 
of the blood are not appreciably altered, the serum appears to contain new 
substances or altered quantitative relationships between its constituents. 
There is probably an alteration of the permeability of the cancer cell 
membrane with disturbances of the equilibrium between the cell and its 
surrounding medium. 

Four methods of investigation of the serum are described, in three the 
results are indefinite. The fourth method is of use. This is a colorimetric 
method of oxidation by tyrosinase-paracrésol allowing the determination 
of the presence of, and the relative amounts of, the different products of 
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protein disintegration (albumoses, peptones, aminoacids, etc.) in a given 
serum. 

Two cc. of aqueous solution of paracrésol (1 in 250), 25 drops of serum 
and 15 drops of tyrosinase 1 per cent. Shake and allow to remain at 
laboratory temperature up to several hours. Red—grading to purple and 
blue—colouration is roughly proportionate to the degree of protein disin- 
tegration ; beyond the peptone stage the tint is purple and then blue with 
red dichroism, appearing the more rapidly, intensely and purely, as the 
amount of peptone is replaced by amino-acids. 

Of 25 cases of cancer, 19 gave “‘ positive ’’ reactions, three feebly positive, 
and three negative. The 19 positives came from cases in active growth; the 
three feebly positive from slowly growing tumours (scirrhus of breast, 
adenocarcinoma of ovary); and the three negatives were (a) from a patient 
three months after radical extirpation of a uterine body cancer, radium 
treatment and considered clinically cured; (b) six weeks after operation for 

- ovarian adenocarcinoma ; and (c) from a patient with cancer of the cervix; 
re-examination at a later date with a fresh preparation gave a positive 
reaction. 

Four cases were re-examined after extirpation of the tumour, three were 
negative, one feebly positive from a case with early recurrence. 

Reactions remained positive in cases treated by X-rays or radium, but 
became negative in cases treated by “‘ radium-colloidal auto-serum ” (details 

of this preparation are not given). 

Twenty-five controls were examined and positives recorded in eight, one 
eclampsia, two syphilis with salvarsan treatment, one double appendage 
infection, two preventive serotherapy and two cerebrospinal fluids from 
congenital syphilis and cerebrospinal meningitis. 

He concludes that cancer serums show alterations discoverable by 
appropriate methods, that none of the methods are specific, that the results 
may confirm a clinical diagnosis and particularly allow the progress of the 
condition and the result of treatment to be followed. 


R. A. HENDRY. 


Zeitschrift fiir Geburtschilfe und Gynakologie. 

Band 86, Heft 3, December, 1923. 

*Changes in the interstitial portion of the Fallopian tube, especially of 
the uterine ostium, during pregnancy. H. R. ScuMiprT. 

The causes of the head entering the pelvis in the conjugate diameter 
(positio-occipitalis pubica anterior), with special reference to dispropor- 
tion between the pelvis and the foetal head. W. Haupt. 

*The operative treatment of backward displacements of the uterus. M. 
HOFMEIER, 
*The spontaneous amputation of ovarian tumours. E. Vocrt. 

The operative treatment of sterility. E. v. Grarr and J. PEtzo.n. 

A study of the efficacy of the operations for displacements of the uterus. 
R. ZIMMERMAN. 

*Ten years’ experience of the lower uterine segment Ceesarean section 
(sectio supra-pubica). P. BRANDT. ‘ 
*An experimental study of the movements of the uterus in animals. F, 
Lupwic and E. L&nz, 
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*The supra-symphysial transperitoneal Cesarean section in contracted 
pelves. H. KRAUSE. 

The structure of the membranes, and the rupture of the membranes. W. 
NIDEREHE. 

Rupture of the vessels of the umbilical cord during labour. T. GILFRICH. 

Dermoid cysts of the ovaries. W. SCHMITT. 

Spasmodic contractions of the cervix and resulting injuries to the child’s 
head during birth. H. Furu. 

Temporary sterilization by X-rays. 


H. NAvjoKs. 


Changes in the interstitial portion of the Fallopian tube, especially of the uterine 
ostium of the tube, during pregnancy. The author has carried out this investi- 
gation with a view to ascertaining how much of the interstitial portion of 
the Fallopian tube becomes included in the wall of the uterine cavity as a 
result of normal distension during pregnancy. He examined uteri in 
practically each month of pregnancy, right up to the occurrence of labour : 
in each case the uterus was carefully fixed, and the region of the tube was 
examined histologically in serial sections. In the third month the tube 
shows practically no change; the tubal mucous membrane is unaltered and 
at the inner uterine ostium there are still included the few uterine glands 
which occur in the area of transition from tubal to uterine mucous mem- 
brane. As pregnancy advances the tube becomes more and more stretched 
out, and its inner end dilates to be included in the wall of the uterine 
cavity, where it appears as a definite depression. This depression is so 
marked in some stages as to reduce the thickness of the wall at that point 
by one half. At the end of pregnancy this depressed area measures about 
12mm. in diameter. The interstitial portion of the tube is very much 
drawn out, and at the end of pregnancy its unaltered or undistended portion 
measures about 18 mm. as compared with 5 to 6 mm. in the non-pregnant 
uterus. When this great lengthening is considered, it is unlikely that any 
considerable portion of the tube is stretched out to form part of the uterine 
wall. The interstitial portion of the tube remains lined with tubal mucous 
membrane which does not show decidual reaction in any of the speciinens. 
The distended part of the tube is lined with the same unaltered mucosa 4 
which is replaced at its margin, as. a rule, by a small area of unaltered 
uterine mucosa before the ordinary hypertrophied decidual area is reached. 
It seems clear that no part of the original tubal mucous membrane under- 
goes decidual change at any stage of pregnancy. In the earlier months, 
before the wall is much distended, the inner uterine ostium is covered 
by a pad of decidual tissue, but this is found to be merely an outgrowth 
from the surrounding part of the true endometrial tissue. When the uterus 
becomes distended there is never any adhesion between the foetal mem- 
branes and the tubal mucosa. They lie in contact with it over the depres- 
sion in the wall, but there is no intergrowth. The author observed in all 
his specimens that just under the tubal epithelium was a longitudinal layer 
of muscle fibres, and outside that a well-developed circular layer—the 
reverse arrangement from that usually described. The author discusses the 
problems which seem to be elucidated by these observations. There is no 
evidence of the development of a definite ‘‘ tubal segment” of the uterine 
wall with special functions, analogous to the development of the lower 
uterine segment. The area of the distended portion of the tube is so small 
relatively to the whole attached surface of the mature placenta, that the 
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presence of this area or conditions arising from its presence can only play 
an insignificant part as a cause of the adherence of a placenta which happens 
to spread over the uterine ostium of one of the tubes. That a portion of the 
endemetrium which has undergone decidual change can send folds out to 
cover the tubal ostium in the earlier months, without there being any actual 
formation of decidua in the lining of the ostium, may throw light on the 
causation of placenta previa. Bumm suggested that hypertrophy of the 
endometrium closes the cervical canal, and arrests the passage of the 
fertilized ovum. Schmidt suggests that the ovum probably embeds itself in’ 
the endometrium very close to the internal os, and that the overgrowth of 
the decidua, stimulated by this implantation, covers the internal os and 
allows a development of the placenta in this area. It may be, therefore, 
that the embedding of the ovum causes the closing of the cervical canal, 
rather than that of the closing of this canal causes the ovum to embed there. 


The operative treatment of backward displacements of the uterus. ‘This contri- 
bution is commendable because Hofmeier gives his experience of practically 
30 years’ practice of the same operation, viz., ventral fixation. He carries 
out a simple attachment of the uterine ends of the round ligaments and the 
anterior surface of the uterus to the parietal peritoneum by means of catgut 
sutures passed through and knotted on the anterior surface of the rectus 
sheath. In 800 cases he has had only two deaths. In 163 cases there was 
a movable backward displacement in which severity of the symptoms called 
for operative treatment; in 393 cases there was a fixed retroversion with or 
without adnexal changes ; in 244 cases the operation was carried out together 
with some type of plastic operation for prolapse of the uterus. One hundred 
and thirty cases presented themselves for re-examination at considerable 
intervals after operation, and in 85 per cent. of these the orthopaedic result 
was excellent. In a further 138 cases, regarding which postal enquiries 
were made, the orthopedic result was reported to be good in 95 per cent. 
The author records the “ functional result,’’? which he describes as general 
good health and ability to work ; in the reviewed cases this result was good 
in 80 per cent. He admits that many of the patients still complained of 
local discomforts, which might be present before operation but may not 
have been due to the position of the uterus. In the technique of his 
operation the author is careful to fix the anterior uterine wall at a level 
well below the fundus, lest a subsequent pregnancy should be disturbed. 
In 80 of his cases pregnancy occurred after the operation, in some cases 
several times. He is able to give therefore a series of 145 subsequent 
pregnancies. Among these there were 110 spontaneous births, eight forceps 
deliveries, nine versions for transverse presentations, two premature births, 
one extra-uterine pregnancy, 14 abortions and one Cesarean section. The 
case requiring section was one in which there were found to be inexplicable 
but extensive adhesions between the abdominal wall and one half of the 
uterus, so dense as to limit the development and expansion of the uterus 
to one side only, thereby causing sacculation and eventually a malpresenta- 
tion. 


Spontaneous amputation of ovarian tumours. ‘The author records four cases 
in which ovarian tumours had detached themselves from their original site, 
presumably as a result of torsion and subsequent atrophy of the pedicles. 
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In two of the cases the tumour was a dermoid, which was found at 
laparotomy to be enveloped to a considerable extent by the great omentum ; 
in the third case the tumour was found adherent in the pouch of Douglas. 
The fourth case is the most interesting. During an operation for removal 
of a left broad ligament cyst the left tube and ovary were normal, but no 
trace could be found of the right tube and ovary : the free edge of the right 
broad and round ligaments formed a twisted stump. The author presumed 
that there had been a tumour in this situation, which had undergone 
Spontaneous amputation but no part of it could be found in the abdomen. 
Experimental evidence has shown that a parenchymatous organ or tumour 
can be absorbed in the peritoneal cavity, one of the chief factors in its 
absorption being the great omentum. Some tumours resist the action of 
the omentum, especially dermoid tumours in which the tissue is so physio- 
logically inert, very often with calcareous infiltration of the wall. Other 
tumours acquire distant sites, even in the upper abdomen, as has been found 
in cases of extra-uterine pregnancy. However, they usually travel towards 
the pouch of Douglas, as was seen in the third case of this series. 


Ten years’ experience of the lower uterine segment Czsarean section. In the 
course of ten years the author has performed 105 Ceesarean sections, in only 
five of which was the operation of the classical type. In the remainder he 
aimed at the extra-peritoneal operation where, after a low abdominal 
incision, the peritoneal reflexion was pushed upwards, the bladder drawn 
to the right side, and a longitudinal incision made through the lower 
uterine segment and cervical canal as they lay exposed in the opening. In 
45 of his cases he succeeded in this aim: in 12 he inadvertently opened the 
peritoneal cavity to a small extent, and in other 12 to a larger extent, but 
in all these 24 cases he stitched or clamped the peritoneal opening before 
opening the uterus. In 13, owing to difficulty of access, he had to open 
the peritoneal cavity but re-sutured carefully before opening the uterus. 
In one he only packed off the cavity : in four he injured the bladder, always 
in repeat operations. In 13 cases the peritoneal cavity was opened during 
the delivery of the head. In cephalic presentations he extracts the head 
with forceps: he expresses or extracts the placenta through the uterine 
wound : he stitches the muscle coat only with a layer of interrupted sutures 
and then with one continuous suture, the material used being presumably 
catgut. He employs drainage only where there is much oozing in the 
connective tissue; the drain is a rubber tube, sometimes directed upwards, 
sometimes into the vagina. In the ordinary uninfected cases he does 
not drain. He prefers lumbar anesthesia for all cases, and has used 
it in most of the series. He has such faith in this operation that he is 
prepared to undertake it, even in presumably infected cases, wherever there 
is any chance of obtaining a live child. He records seven such cases with 
only one death, and that in a case where version had been unsuccessfully 
attempted before admission to hospital. There were four fatal cases: 
in two there had been extensive tears into the peritoneum during the 
delivery of the head; in one there was an extensive tear of the bladder; in 
the last a retroperitoneal phlegmon occurred. While 32 of the cases had an 
absolutely uneventful convalescence and 12 only minor variations in 
temperature, it is peculiar that so many as 24 had stitch abscesses or 
necrosis of the fascia. 

The author does not believe in sterilizing his patients. In 18 cases was 
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the operation performed for the second time, and in one for the third time. 
In none of these repeat cases did he see any deficiency in the uterine wall. 


An experimental study of the movements of the uterus in animals. Taking 
rabbits as their material, the authors have excised a portion of the 
abdominal wall and inserted a sheet of transparent celluloid, latterly a 
specially prepared piece of glass. The animals remained alive over con- 
siderable periods, and through this window the movements of the uterus, 
in the non-pregnant and in the pregnant state, could be directly observed. 
In the non-pregnant condition the following observations were made: The 
uterus undergoes a periodic change from long spells of rest to spells of 
peristaltic movement. The contraction runs like a peristaltic wave, either 
along the whole length of the cornu at one time, or in portions one after 
another. In the course of these peristaltic waves there occur at different 
places strong tonic ring contractions, which are often multiple. During 
the peristalsis, the uterus is appreciably shortened. There are also anti- 
peristaltic waves. The contracting part always appears very pale, but the 
circulation is soon restored. There are no pendulum movements such as 
have been described in the bowel in similar experiments. Both cornua act 
independently of each other. 

Pregnant rabbits were investigated in the same way, not only during 
pregnancy but also during labour. During pregnancy the whole wall 
appears much darker in colour. There were seldom any visible contrac- 
tions, and when these occurred they were very slight. Ring contractions 
were never observed. It was found so difficult to ‘‘ time ’’ the births, that 
various exciting substances were used. It is interesting that pituitary and 
placental extracts used separately were ineffective, while their use together 
brought on labour in a very short time. It would seem from the observa- 
tions recorded that while placental extract produced peristaltic movement 
of an exaggerated kind, pituitary extract caused a tonic contraction of the 
whole uterus. The birth of the lowermost foetus was associated with the 
occurrence of a very deep ring contraction just above it, which passed 
downwards pushing the foetus before it. The lowermost part of the uterus 
then underwent a tetanic contraction, with a simultaneous contraction of 
the abdominal muscles; these caused the expulsion of the foetus, followed 
almost immediately by the placenta. The other foetuses were dislodged 
and passed down the uterine cornu as a result of similar ring contractions. 
The authors are continuing their observations to determine the action of 
pituitrin, placental extract, adrenalin, and ergot. 


The supra-symphysial transperitoneal Caesarean section in contracted pelves. 
The author analyses the records of the University Frauenklinik at Wiirz- 
burg from 1908. During that period 150 transperitoneal Czesarean sections 
were performed (125 for contracted pelves), but there were only 11 classical 
Ceesareans, of which the most recent was performed in 1910. It is with the 
125 cases of contracted pelvis that the author is specially concerned. The 
operation performed is of the transperitoneal type, in which a low vertical 
incision is made in the abdominal wall and the peritoneal cavity opened 
directly. The remainder of the abdominal cavity is walled off with gauze 
packing. A vertical incision is made through the lower uterine segment 
extending sometimes into the cervical tissue, and capable of being extended 
if necessary into the upper portion of the uterus. There is seldom any 
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difficulty in the extraction of the child: forceps have been used in a few 
cases. The uterine wound is closed with a series of interrupted catgut 
sutures which do not touch the endometrium. This layer is then covered 
by means of a continuous catgut suture. The peritoneum is carefully 
approximated over the surface of the uterus. Drainage is seldom used. 
Lumbar anesthesia is preferred but care must be taken in the selection of 
patients, because in two cases death occurred owing to its use in ill- 
nourished patients. 

In the series of 125 cases there were three fatal cases other than the 
anesthetic deaths referred to. In two certainly, and in the third presum- 
ably, death was due to peritonitis. In one of these cases there were, before 
operation, the signs of a gross infection of the uterine contents: forceps 
had heen unsuccessfully applied before admission to hospital, and there 
was a copious foul smelling discharge from the vagina. Apart from cases 
of such gross infection, the author is prepared to employ this operation for 
the ordinary types of infected cases in which a live child may be secured. 
In 107 cases there was a perfect convalescence : in four there was suppura- 
tion in the abdominal wound, while the others showed more prolonged and 
disturbed convalescence. 

In this series 36 cases went through a second pregnancy and were again 
delivered by Cesarean section. In eight cases a third pregnancy occurred 
with a similar solution, and in one case this operation was performed for 
the fourth time. Among these repeat cases there were 12 in which there 
was no trace of intra-abdominal adhesions. Adhesions to bowel were never 
found: in two the omentum was adherent, and in the others there were 
adhesions between the abdominal wall and the uterine scar, usually slight 
in degree. In most of the cases the previous scar could not be identified, 
but in three the muscle was somewhat thinned. J. HENDRY. 


Zentralblatt fiir Gynakologie. 
Nos. 1-2, January 12, 1924. 
*The hunger diseases of pregnancy (Inanitio graviditatis). E. Opitz. 


*Intra-uterine death of the post-mature foetus without apparent cause. A. 
MAYER. 


*The campaign against abortion. R. T. v. JASCHKE. 

*Pregnancy after homoioplastic transplantation of the ovary for hypo- 
ovarianism. P. SIPPEL. 

*The employment of labour-exciting and haemostatic remedies. C. H. 
STRATZ, 

*A method of demonstrating the audibility of the foetal heart-sounds. H. 
SCHAFFER and R. FLEISCHER. 

*Audiblity of the foetal heart-sounds at a distance. W. PFEILSTICKER. 

*Genital actinomycosis. T. SCHMIDT. 

Echinococcal cysts in the pouch of Douglas simulating ruptured extra- 
uterine pregnancy. G. MAROUDIS. 

Intra-uterine death of the foetus from rupture of a vein on the fetal side 
of the placenta. KE. RANNENBERG. 

A fibroma in the pouch of Douglas. K. SCHILGEN. 
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No. 3, January 19, 1924. 

*The etiology of prolapse. T. HEYNEMANN. 

*The hypophyseal factor in menstruation and its relation to the corpus 
luteum. J. HOFBAUER. 

*Further experiences of radiation of the hypophysis. H. Hrrscu. 

*The condition of the blood platelets in gynecological haemorrhages. W. 
VOGEL. 

*Does nonspecific-specific general therapy increase the efficacy of local 
treatment in female gonorrhoea? G. KABoTH. 

*Three sisters with ovarian dermoids. A. S1PPEL. 

Three cases of ileus in pregnancy. W. SCHILLER. 

*Labour in a uterus bicornis unicollis. T. JOHANNSEN. 

A case of great corpulency with extraordinary fertility : a contribution to 
the problem : constitution and gestation. H. KRITZLER. 

*On Hyberbin. P. STRASSMANN. 


No. 4, January 26, 1924. 

Critical remarks on present-day R6éntgen literature. L. FIEDLER. 

*Eclampsia and weather. A. HOENHORST. 

*The clinic and treatment of gas gangrene of the uterus. K. HEI™. 

*A contribution to the knowledge of Fraenkel’s gas bacillus sepsis. E. 
SCHULZE. 

A simple apparatus for estimating the inclination of the pelvis. S. FLATAU. 

*A case of Czesarean section for cicatricial stenosis of the vagina. P. 
MARIANTSCHIK. 

*Ovarian hemorrhage as a cause of retro-uterine heematocele. Extra- 
uterine pregnancy simulated by ovarian haemorrhage. L. V. ToLpy. 

A case of spontaneous rupture of the uterus with escape of the foetus into 
the abdominal cavity, operated on in a private house. A. UTHMOLLER. 


No. 5, February 2, 1924. 
“Is the virulence of streptococci increased in putrefying tissue? H. 
KUSTNER. 
Neurodermatitis chronica dermatopathia gravidarum and impetigo herpe- 
tiformis in eclampsia as symptom-complex of gestosis. H. SCHNEIDER. 
*Intra-uterine crepitation of the foetal head. B. Orrow. 
*Unusual case of dilatation of the cervical canal in pregnancy. E. BORGER. 
Lobelin hydrochl. crist. in derangements of narcosis. E. PUPPEL. 
The recovery of iodine from used swabs. W. GOTTSTEIN. 
“Axial rotation of the pregnant uterus and its diagnosis. R. Kiparsky. 
“Symmetrical necrosis of both nipples in the puerperium. H. Karz. 


No. 6, February 9, 1924. 
Formation of vagina from skin. I, FRAENKEL. 
A new method of intravenous transfusion of own blood. A. ROSENO. 
*The rate of sedimentation of erythrocytes in abortion. F. FROMMOLT. 
*Experiences of narcosis with narcylen. K. SCHILGEN. 
*Narco-hypnosis in the minor manipulations of surgical gynecology. W. 
VOGEL. 
*The treatment of febrile abortion. LAEMMLE. 
Remarks to R. K6éhler: influencing menstruation by reduction of the 
ovaries. 
The problem of increased blood pressure in pregnancy. R. KUHN. 
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The results of the Alexander-Adams operation. A. KUNcz. 
Psycho-gynzecology S. GaLant. 
Secondary suture of the perineum in the puerperium. W. RuDOLPHSON. 


No. 7, February 16, 1924. 

“Treatment of inflammatory diseases of the genitalia with ‘‘ burning-free 
ultra-sun.”’ G. HaseLHORST and F. PEEMOLLER. 

*Intestino-utero-abdominal wall fistula after tuberculous salpingitis. M. 
PENKERT. 

Eclampsia statistics for 1921 in the light of a functional treatment of 
eclampsia. W. GESSNER. 

A case of post-operative gonorrhceal parotitis. H. HELLANDALL. 

A case of status epilepticus during labour and the puerperium. K. 
BURGER. 

The promotion of the formation of aseptic departments in hospitals. M. 
MADLEUER. 

A simple and certain method of operation for typical inguinal hernia in 
women. E. WAGNER-HOHENLOBBESE. 

*A case of myomatous uterus duplex bicornis with simultaneous anus 
vestibularis. A. STREIBEL. 


No. 7a. Supplementary Number, 1924. 
*The treatment of dysmenorrhcea and sterility. W. ScHMIDT. 

The treatment of placenta praevia. H. DEPKEN. 

*The treatment and prophylaxis of eclampsia. F. HEINLEIN. 

Cervical dilatation after Hegar. O. KaIsER. 

Temporary tubal sterilization. W. PFEILSTICKER. 

The origin of burns in diathermy. W. LINDEMANN. 

Supravaginal amputation of the uterus in severe heemorrhages in abortion 
to promote rapid hemostasis and simultaneous sterilization. H. 
HELLANDALL. 

Intraperitoneal application of rivanol in a case of complete rupture of the 
uterus intra-partum. A. STREIBEL. 

My position regarding E. KEHRER’s plan of the right lines for the extra- 
clinic operative technique of premature interruption of pregnancy. 
E. ECKSTEIN. 

Two cases of severe injury of the uterus caused by abortion and cured by 
operation. S. TASCHEK. 

*Impregnation through a scarcely perceptible aperture in the hymen. 
F. GAL. 
No. 8, February 23, 1924. 

The regulation of placental respiration. W. ScHMITT. 

Researches on the vegetative nervous system in pregnancy. F. PEYSER. 

Injuries to the skull from Kielland’s forceps. K. Hr. 


No. 9, March 1, 1924. 
*The campaign against abortion. K. REIFFERSCHEID. 
*The campaign against abortion. M. HIrscu. 
The zetiology of air emboli arising in the uterine veins. I. AMREICH. 
Gas formation in the puerperal uterus. F. LINGEMANN. 
The problem of the so-called Klein’s tumour and on the origin of super- 
ficial .papillomata. E. STUBLER. 
"Intra-uterine pessary and extra-uterine pregnancy. H. KRITZLER. 


476 Journal of Obstetrics and Gynecology 


On the nature of Chaletzky-Neumann’s cells. H. HINSELMANN. 
Unusual late recurrence after carcinoma operations. M. PENKERT. 
No. 10, March 8, 1924. 

*Primary carcinoma of the tube. G. BECK. 

The treatment of asphyxia pallida neonatorum. M. SCHUTTS. 

On laceration of the umbilical cord, with special reference to an unusual 
case of isolated rupture of both umbilical arteries in spontaneous labour. 
F. LONNE. 

*Anomalies of the bony vault of the skull in the new-born. O. NEUMANN. 

The treatment of abortion. F. JAEGER. 

*A case of ossification in the round ligaments. D. CALZAVARA. 

Vagina duplex with uterus simplex. A. Gross. 


No. 11, March 15, 1924. 

*Remarks on tubal patency. H. SELLHEIM. 

Objections to the ‘‘ hormonal sterilization ’”? of Haberlandt. A. GREIL. 

Capillary observations on the nail groove. F. SCHREINER. 

*Transitory post-partum paralysis of the recurrent laryngeal nerve. K. 
HEROLD. 

*Dilatation of the cervical canal by artificial muscular relaxation. E. MOSER. 
Congenital skin defect in the hairy scalp of the new-born. O. NEUMANN. 
Remarks on Katz’s contribution : ‘‘ Observation of an untreated ectopic 

gestation with fatal termination,” in No. 40, 1923, of this Zentralblatt. 
O. KHOooR. 
No. 12, March 22, 1924. 

*The value of Kielland’s forceps. T. WyYDER. 

*A further contribution to Kielland’s forceps. G. CONRAD. 

Two cases of ovarian pregnancy. R. REMMELTS. 

The question of cervical pregnancy. C. WOLTERS. 

Granuloma after vaginal operations. F. LONNE. 

*The value of the Wassermann and the Sachs-Georgi reactions in midwifery. 

K. BuRGER and L. HEINER. 


No. 13, March 29, 1924. 

The cure of urethral defects in women. E. Bum. 

A case of incarcerated gravid uterus with gangrene of the bladder and its 
operative treatment. H. MERTENS. 

“Ischuria paradoxica in the puerperium. J. ZEMPLEIN. 

“Two cases of foreign bodies in the bladder. K. v. LEHOCZKY-SEMMELWEIS. 

Remarks on the stalagmometric investigation of urine. E. MEYER. 

*The treatment of inoperable carcinoma of the cervix with threatened 
ureemia. Howz. 

Observations and experiences with the intravenous injection of a 40 per 


cent. solution of urotropin in post-operative retention of urine and 
PASCH. 


The hunger diseases of pregnancy (inanitio graviditatis) Amongst the preg- 
nancy toxicoses have hitherto been included hunger-cedema, scorbutus, 
beri-beri and similar conditions occurring during pregnancy. The fertilized 
ovum possesses great power of drawing to itself nourishment, even to the 
disadvantage of the mother. The frequency of the impoverishment in 
calcium and in iron may be cited as examples, and to these may also be 
added other hunger states. No systematic consideration has yet been given 
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of the fact that pregnancy, carcinoma and severe chronic infectious diseases 
all present a series of modern reactions in common, such as cobra-poison 
hemolysis, rapidity of erythrocyte sedimentation, ete. This would appear 
to indicate that the growing ovum and the growing neoplasm possess 
certain substances as common factors. These points are fully discussed by 
the author, who also points out the tendency of recent observations on 
modern methods of investigation of metabolism, as well as modifications of 
metabolism produced by the vegetative nervous system as the result of 
stimulation by the implanted ovum. 


Intra-uterine death of the post-mature fetus without apparent cause. Dead 
post-mature children have generally been found to be boys. The male 
foetus appears to make higher biological demands upon the mother. Hence 
post-mature infants should be watched with special care, and, under 
suitable conditions the pregnancy should be terminated. 


The campaign against abortion. v. Jaschke recommends that punishment 
should be inflicted on the person procuring abortion and not on the patient. 
The former, if known, should be informed against by the physician, who 
should not be prevented in carrying out this action by respect for the 
patient or by reason of professional secrecy. 


Pregnancy after homoioplastic transplantation of the ovary. Sippel considers 
that the successful treatment of sterility in cases with normal palpation of 
the internal organs and with clinical symptoms of hypo-ovarianism consti- 
tutes one of the hardest tasks in gynecology. He records four such cases 
treated by the homoiotransplantation of fresh warm ovarian tissue just 
obtained from other patients, the grafts being made into the prevesical 
space or into pockets in the pyramidal muscles. In all four cases menstrua- 
tion and later conception resulted. 


The employment of labour-exciting and hemostatic remedies. Preparations of 
ergot, pituitary and quinine are mostly indicated in atony of the uterus 
and post-partum, and to a less extent in the undilated uterus and threatened 
abortion. In general pain-exciting medicaments are contra-indicated in 
uteri which have not been emptied of their contents. The author has also 
obtained good results in the treatment of myomata by the weekly adminis- 
tration of small doses of ergotin (0.5—1 gm.) inthe inter-menstrual intervals. 


A method of demonstrating the audability of the fetal heart sounds. By the 
use of a pregnancy stethoscope to which was attached a microphone, an 
amplifier and a loud speaker, the fcetal heart sounds at the eighth month 
were audible to students throughout the auditorium. 


Audability of the heart sounds at a distance. Pfeilsticker records a case 
in which the heart sounds during labour were audible at a distance of one 
and a half metres. 


Genital actinomycosis, =A multipara, aged 45, complained of menorrhagia 
and moderate sacral pain. In the pelvis was a hard mass, not clearly 
defined, between the uterus and the sacrum and surrounding the bowel. 
It was diagnosed as an inflammatory mass of uncertain origin or a malig- 
nant tumour. At operation the pouch of Douglas was found to be filled 
with an offensive purulent necrotic mass, which was removed with a sharp 
curette. A portion of the ovary and tube were also removed. Microscopic 
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examination showed these to contain actinomycotic granulation tissue. 
The patient died on the twenty-fourth day, the cause of death being 
probably generalization of the actinomycosis. No autopsy was allowed. 


The etiology of prolapse. Ebeler having claimed an <etiological relation- 
ship between uterine prolapse and spina bifida occulta as revealed by 
Réntgen-ray examination, induced Heynemann to examine in this way 20 
women suffering from uterine prolapse. He found only one case of spina 
bifida occulta in this series. He therefore denies any etiological relation- 
ship between these two conditions, and considers that constitution and 
birth injuries together constitute the causal agents of prolapse. 


The hypophyseal factor in menstruation and its relation to the corpus luteum. 
Contrary to the prevailing opinion Hofbauer believes that formation of the 
uterine mucosa, maturation of the follicle, detachment of the ovum and 
formation of the corpus luteum does not occur under the influence of the 
ovum as primum movens, but that the phenomena are brought about by 
impulses having their origin in the hypophysis and mid-brain (vegetative 
nervous system). The albumen of the degenerating ovum has an anaphy- 
lactic action, so that menstruation becomes an anaphylactic phenomena. 
The corpus luteum extract has an atropin-like action, checks the activities 


of the vegetative system, especially uterine contractions, and regulates 
bleeding. 


Further experiences of radiation of the hypophysis. Hirsch found that radia- 
tion of the hypophysis produced no definite effect upon carcinomata, and 
was thus opposed to Hofbauer who considered that carcinomata of the 
genitalia were sensitized by this procedure. Radiation of the hypophysis 
merely stimulated investigation into the biological action of R6éntgen 
radiation in general. 


The condition of the blood platelets in gynecological hemorrhages. Vogel’s 
investigations show that in gynecological haemorrhages, especially the 
so-called essential hzemorrhages, the total number of thrombocytes or blood- 
platelets, and the relative number of large to small forms remain normal. 
An exception occurs in essential thrombopenia, which has been little 
described, and in which there is a high-grade diminution in the number of 
blood platelets and also a severe derangement of the clotting system. 


Does nonspecific-specific general therapy increase the efficacy of local treatment 
of female gonorrhea? To this question Kaboth returns an answer in the 
negative. Local therapy still remains the best, and is not even improved 
by the use of vaccines combined with stimulating substances such as 
Gono-Yatren. 


Three sisters with ovarian dermoids. Sippel considers that the presence of 
ovarian dermoids in three sisters provides evidence for the congenital 
predisposition to the formation of dermoids. 


Labour in a uterus bicornis unicollis. Severe post partum haemorrhage 
occurred because the separate half of the uterus did not undergo good 
contraction. Separation of the placenta was necessary. 


On hyberbin. = Hyberbin is a preparation of hydrastis canadensis, and 
possesses the pharmacological action of hydrastin. Strassmann has used it 
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for a decade in Berlin and has found it of great benefit in cases of endome- 
tritis, adnexitis, myomata, and in climacteric and post-operative bleeding. 
He found it, however, of no value in cases of carcinoma. 


Eclampsia and weather. In view of Zangemeister’s suggestion that 
retention of sweat in wet weather favoured the occurrence of eclampsia, 
Holnhorst investigated the weather conditions present in 340 cases of 
eclampsia and concludes that there is no definite causal connexion between 
eclampsia and weather, but that indirectly the occurrence of eclampsia 
might be favoured by depression of the excretory organs by unfavourable 
weather leading to retention of toxins within the body. 


The clinic and treatment of gas gangrene of the uterus. Heine records three 
cases of gas gangrene of the uterus, one of which recovered after supra- 
vaginal hysterectomy, and the other two died after operation. Bacillus 
phlegmones emphysematosze was present in all three cases together with 
streptococci and bacillus coli in one and streptococci in the third. The gas 
gangrene could not be recognized macroscopically. 


Fraenkel’s gas bacillus sepsis. Schulze describes two fatal cases of puer- 
peral infection with Fraenkel’s gas bacillus (Bacillus phlegmones emphyse- 
matosze), and considers that if a sufficiently early diagnosis can be made 
operation should be undertaken. 


A case of Cwsarean section for cicatricial stenosis of the vagina. Mariant- 
schick’s patient was a ii-gravida. The cicatricial stenosis of the vagina 
was the result of injuries received at the first labour four years previously, 
in which the child was sacrificed and delivered with difficulty through a 
generally contracted pelvis. 


Ovarian hemorrhage as a cause of retro-uterine hematocele. Toldy operated 
on a multipara, aged 41, for a retro-uterine heematocele which was clinically 
indistinguishable from, and diagnosed as, a ruptured extra-uterine gestation. 
The right appendages after removal were found to consist of a pyosalpinx 
and an ovary enlarged to the size of a hen’s egg containing a space the size 
of a nut filled with blood and communicating with the haematocele by a 
large opening. Adhesions had prevented the escape of blood into the 
general peritoneal cavity. 


Is the virulence of streptococci increased in putrefying tissue? Kiistner con- 
siders that changes in the virulence of streptococci are especially important 
in obstetrical and gynecological conditions. For estimation of virulence 
Ruge and Philipps’ method is the best. They consider virulent those germs 
which possess the power of growth and multiplication in the patient’s 
defibrinated blood, and avirulent those which are killed in three to four 
hours. Kiistner investigated his cases of abortion by this method and 
concludes that evacuation of the uterus is the correct treatment. In cases 
in which the uterine secretion contains virulent streptococci, the evacuation 
must be done with the greatest care unless expectant conservative treatment 
is given the preference; whereas if avirulent streptococci are found along 
with many other microbes the evacuation of the uterus must always be 
undertaken. 
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Intra-uterine crepitation of the fetal head. How discusses the difference 
between the palpatory intra-uterine crepitation of the foetal skull and the 
typical shaking sounds of loosened bones in a dead foetus. He assumes 
that the crepitation is due to the rubbing together of adjacent bones, and 
that the view that it is due to an elastic indentation of the bones does not 
appear to be tenable. 


Unusual case of dilatation of the cervical canal in pregnancy. In Borger’s case 
a young woman in the fourth month of pregnancy complained of severe 
abdominal and renal pain with sudden and complete inability to micturate. 
The signs of impending abortion subsided in three days after two litres of 
urine had been drawn off. 


Axial rotation of the pregnant uterus, and its diagnosis. Kiparsky employs 
the uterine sound to differentiate between axial rotation of the pregnant 
uterus and ovarian cyst with torsion of the pedicle. 


Symmetrical necrosis of both nipples in the puerperium. Pituisan, adrenalin 
and ergostabil were administered to a healthy woman, aged 22, for post- 
partum hemorrhage. Without any obvious cause symmetrical necrosis of 
both nipples occurred during the puerperium, which was therefore attri- 
buted to the vaso-constrictor action of the drugs employed. 


Sedimentation of erythrocytes in abortion. Frommolt found that in general 
the more rapidly the erythrocytes sedimented in abortion the more surely 
could one reckon on a febrile course, except in the first three months when 
this method is of little value for the differentiation of infected and non- 
infected abortion. 


Experiences of narcosis with narcylen. In 62 laparotomies good results were 
obtained by this new method, which was shown to be free from danger. 
Nevertheless its high cost stands in the way of its general adoption. 


Narco-hypnosis in the minor manipulations of surgical gynecology. Vogel had 
70 per cent. successes with this method of narco-hypnosis. After a 
morphine injection 3 cc. of ether are administered on a Juillard mask, then 
weariness and sleep—and after placing the patient on the operating table— 
insensibility in the abdomen, are obtained by suggestion. 


The treatment of febrile abortion. Taemmle strongly advocates the active 
treatment of abortion, whether febrile or afebrile, and supplies statistics in 
support of his views. He considers that expectant treatment fails on 
account of hemorrhage, which may even be fatal. Plugging is not suitable 
for general practice, and evacuation of the uterus does not always follow, 
and haemorrhage then recurs. During 1921—1922, 315 afebrile abortions 
were treated by evacuation of the uterus immediately after admission to 
the clinic. Of these 2.5 per cent. had a rise of temperature after the 
operation, and in 1.6 per cent. the fever lasted one day. There was no 
mortality in this series. During the same period 217 febrile abortions were 
treated actively without reference to rigors, which some consider to contra- 
indicate such treatment, or to causative micro-organisms. In 68.7 per cent. 
the temperature fell immediately, and in a further 11 per cent. within 24 
hours. The mortality was 3.2 per cent. Nearly 30 per cent. of these 
patients had been febrile for some time before admission, varying from five 
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days to eight weeks. Laemmle’s method of treatment consists in dilating 
the cervix with Hegar’s dilators, curetting with a blunt curette, and 
insertion of the gloved finger to ensure complete removal of the contents. 
Bruising of the uterine wall is carefully avoided. No douche is given. 
The uterus is packed with iodoform gauze which is removed at the end of 
12 hours. One cc. of ergotin is injected intra-muscularly : where severe 
bleeding follows the operation the ergotin is injected into the uterine 
muscle. Laemmle submits that active rather than passive treatment should 
be employed since it shortens the period of illness, does not undermine the 
general health by loss of blood, and enables the patient to resume work in 
the shortest time. 


Treatment of inflammatory diseases of the genitalia with ‘‘ burning-free ultra-sun.”’ 
By this method ultra-violet light is applied to cases of inflammation of the 
uterine appendages. Although strongly stimulating these rays do not 
burn. Good results are reported from their use, but equally good results 
could probably be obtained by the use of simpler means. 


Intestino-utero-abdominal wall fistula aiter tuberculous salpingitis. Menstrual 
fluid and oxyuris escaped on to the abdominal wall through the fistula, 
which was cured by excision and removal of a portion of the uterus. 


A case of myomatous uterus duplex bicornis with anus vestibularis. Owing to 
bleeding this case was diagnosed as one of carcinoma of the uterus prior to 


operation, and it was only on post-mortem examination that the true state 
of affairs was revealed. 


The treatment of dysmenorrhea and sterility. |§ According to Schmidt the 
present methods of treatment by dilatation of the cervix, curettage and 
stomatoplasty yield a cure in 64 per cent. of cases of dysmenorrhcea and 
37 per cent. in cases of sterility. These results will probably be improved 
if we bear in mind simultaneously with these methods anomalies of consti- 
tution and especially derangement of the functions of the endocrine glands. 


The treatment and prophylaxis of eclamysia. With expectant treatment in 
eclampsia Heinlein obtained a maternal mortality of 7 per cent. and a 
foetal mortality of 13 per cent., whilst with active treatment the percentages 
were 23.3 and 22 per cent. respectively. Czeesarean section is not free from 
risk in eclampsia—out of five cases three were lost. The rise of blood 
pressure to the upper limit of the normal is of individual moment. 
Strenuous bodily labour during the later months of pregnancy appears to 
favour the onset of eclampsia. 


Impregnation through a scarcely perceptible aperture in the hymen. Gal records 
two cases of pregnancy in which an aperture in the hymen could only be 
found after very careful examination. He points out the forensic importance 
of such cases as pregnancy had occurred in cases in which introduction of 
the penis into the vagina was impossible. 


The results of the Alexander-Adams operation. Kuncz recommends the 
Alexander-Adams operation in cases free from inflammatory manifestations, 
in which previous pessary treatment has failed, in which the uterus is not 
fixed, and in which there is no indication for revision of the appendix or 
adnexa. 
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The treatment of abortion. These are remarks on the contribution of 
y. Jaschké abstracted above (see page 477). Hirsch believes that mothers 
who have become entangled in a criminal abortion should be leniently dealt 
with: Information might then be more readily obtained from them con- 
cérnitig the abortionist, who is the real culprit. Women unlawfully operated 
on; however; usually decline to give any indication which would lead to 
the identity of the midwife involved. Leniency would thus seldom have 
the desired effect. 


Intra-uterine pessary and extra-uterine pregnancy. Kritzler points out that 
intra-uterine pessaries, on account of their irritant action on the uterine 
mucosa, are apt to cause extra-uterine gestation. Stiff pessaries would 
appear to be more harmful than those made of soft silkworm gut. 


Primary carcinoma of the tube. Beck adds one more to the 100 cases of 
primary carcinoma of the tube already recorded. His patient was a woman 
aged 35 years and the carcinomatous tube was successfully removed, 
radiation being subsequently employed. 


Anomalies of the bony vault of the skull in the new-born. The anomalies de- 
scribed and figured by Neumann consist of anomalies of the fontanelles 
and defects of the bone simulating fontanelles, and he points out the 
difficulties which these anomalies might produce in diagnosis during labour. 


A case of ossification of the round ligaments. Calzavara ascribes the ossi- 
fication discovered in the round ligaments at autopsy to a primary tiiber- 
culous necrosis, although tubercle bacilli could not be identified. 


Remarks on tubai patency. Sellheim confirms the value of intra-uterine 
inflation of the tubes. He considers it the only safe way of ascertaining 
their patency. This notwithstanding, he cites three cases of untoward 
happenings that have been reported. One case was ascribed to air 
embolism. He believes that if a well-oiled catheter is introduced without 
wounding or dilating manipulations, if injury of the sex organs is avoided, 
if the test is not performed during menstrual periods; and if the intra- 
abdominal appearance of the insufflated air is carefully auscultated, inter- 
rupting the itisufflation immediately a blowing sound is heard, then this 
method is quite harmless and is beneficial as to diagnosis. 


Transitory post-partum paralysis of the recurrent laryngeal nerve. Herold records 
a case in which paralysis of the right vocal cord developed during an 
afebrile puerperium. The laryngeal paralysis appeared to be due to the 
strain of labour, although this had not been really difficult. In two weeks 
the hoarsetiess spontaneously disappeared. It is not clear whether a 
circumscribed cerebral cedema, a minor paralysis or a peripheral toxic 
effect was responsible. No other laryngological or neutological faetor could 
be ascertained as the cause of the condition. 


Dilatation of the cervical canal by artificial muscular felaxation Moser 7é- 
commends artificial relaxation of the uterine muscle as a means of 
accelerating dilatation of the cervix. This is accomplished by injecting 
into the parametrium 60 cs. of a weak solution of a weak anvesthetic in 
0.8 per cent. sodium chloride solution. Among his 50 eases he sueceeded 
several times in completing the whole procedure—injection into the 
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parametrium and dilatation after the muscular relaxation together with 
curettage—in ten minutes. 


Kielland’s forceps. Both Wyder and Conrad report favourably on 
Kielland’s forceps. 


Two cases of ovarian pregnancy. Of the cases reported by Remmelts as 
ovarian pregnancies the first is an undoubted case, the gestation sac being 
intrafollicular, but the second is indeterminate. 


The value of the Wassermann and the Sachs-Georgi reactions in pregnancy. 
The Wassermann reaction is the more reliable, especially from the eighth 
day of the puerperium onwards. The positive result of the Sachs-Georgi 
reaction is sometimes non-specific, being dependent on changes produced 
in the blood during pregnancy. Blood from the umbilical vein and retro- 
placental blood are not reliable. Six per cent. of the parturients in the 
clinic at Szegedin suffer from latent syphilis. 


Ischuria paradoxia in the puerperium. A woman had had no desire to 
micturate for ten days following labour. The ischuria paradoxica (reten- 
tion and incontinence) was caused by paralysis of innervation due to 
abdominal pressure and was painless. 


Foreign bodies in the bladder. Lehoczky-Semmelweis records two cases 
of foreign bodies in the female bladder. In the first a hairpin could only 
be extracted from the bladder by means of abdominal section. In the 
second case he extracted per urethram a pin on which a calculus, weighing 
35 gm., had developed. This, however, produced incontinence which 
required further treatment. 


The treatment of inoperable carcinoma of the cervix with threatened uremia. 
Instead of ureteral implantation as suggested by Holzbach the author 
recommends leaving a catheter in the ureter and applying radiation. The 
radiation produces such a beneficial effect that the ureter again becomes 
functional and the catheter can then be removed. : FE. EY. 


Monatsschrift fiir Gebirtshiilfe und Gynakologie. 
Vol. Ixvi, Nos. 2-3, May, 1924. 

*Eclamptic and uraemic convulsions. F. VOLHARD. 
*The pregnancy reaction of Dienst. H. GANSSLE. 
*Treatment of placenta previa. L. SCHOENHOLZ, 
*The value of gynergen as a method of induction. H. SCHIMMEL. 
*Removal of partly ulcerated and necrotic fibroid polypi from the uterus. 

M. G. SSERDJUKOFF. 
The legal status of midwives. E. BIERHOFF. 

Vol. Ixvi, Nos. 4-5, June, 1924. 

*Brow presentations and their treatment. R. STIGLBAUER. 
*Naegele-Breus-Kielland (20 years of forceps operations). E. PUPPEL. 
*Prolapse of the corpus luteum. A. MANDELSTAMM. 
A case of heemangioendothelioma with metastases in a fibromyoma of the 

uterus. S. SINGER. 
*Foetal peritonitis. U. WestrHal. 
*Cauterization and diathermy operations. F. Vontz and G, DODERLEIN, 
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Vol. Ixvi, No. 6, July, 1924. 

*The inheritance of maldevelopments, especially harelip and polydactyly, 
and its relation to midwifery. F, LUCKER. 

*Icterus neonatorum. K. MEIER. 

*A polycystic tumour of the parovarium with curious alterations in its wall 
due to deposition of cholesterin. W. NISSEN. 

*An ovarian carcinoma in association with carcinoma of the appendix. M. 
HARNIK. 

*Myoma of the vaginal cervix. E. GUEISSAZ. 


Eclamptic and uremic convulsions, According to Volhard, the convulsions 
arise independently from the kidney function, and are due to general vaso 
constriction, which is shown by the raised blood pressure, and leads to 
ischaemic oedema of the brain. Interrupted flow and stasis in capillaries due 
to arterial spasm has been observed in hydrops gravidarum, and the kidney 
symptoms are considered only part of the general condition. Similarly the 
necrotic areas seen post-mortem are due to the circulatory disturbance and 
the increased coagulability of the blood in pregnancy. Volhard believes 
that the general vaso constriction is due to chemical substances in the 
blood, and the addition of nephritic serum to a frog-preparation produced a 
rise of blood pressure with a dose of adrenalin, which was previously 
inactive ; these sensitizing bodies in nephritis and eclampsia are believed to 
be of a peptone nature. The <ctiology of eclampsia therefore consists of two 
parts, one causing increased sensibility to vaso constrictor impulses, and 
the other the actual stimuli responsible for the occurrence of the fit. These 
stimuli are generally labour pains, sometimes too great ingestion of water, 
or over-distension of the uterus, as by twins, hydramnios or vesicular mole, 
and rarely bilateral compression of the ureters; none of these stimuli would 
have any convulsant effect in non-sensitized cases. 


The pregnancy reaction of Dienst. Investigation of a number of pregnant 
and non-pregnant cases gave inconclusive results, and it is probable that 
the reaction is given by protein bodies in the blood other than antithrombin. 


Treatment of placenta previa. Schoenholz points out that the dangers of 
placenta praevia depend on anatomical considerations, especially on over- 
distension of the lower uterine segment. Hemorrhage may be due to 
uterine atony, especially of the lower segment, to adherence of the placenta 
to the musculature through the thin mucous membrane of the isthmus, or 
to laceration of the weakened isthmus and cervix. Infection depends on 
alteration of the vaginal reaction by haemorrhage, and the deposition of 
organisms directly on the placental site. Czesarean section is to be recom- 
mended because it allows inspection of the site of haemorrhage, permits of 
its control, and avoids dangerous over-distension and implantation of 
vaginal organisms in manual removal of the placenta, and also diminishes 
the amount of retraction necessary. The maternal mortality in this series 
Was 4.17 per cent. as against 5.9 per cent. in cases treated by dilatation and 
version ; the foetal mortality was 6.5 per cent. as against 35.5 per cent. For 
these reasons when Cesarean section can be performed in hospital, it is 
strongly recommended, though dilatation and version have their place in 
general practice, and when the child is non-viable or dead, 
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The value of gynergen as a method of induction. Gynergen was effective in 
terminating two threatened abortions, and also two other pregnancies at 
the third and fourth month. At the second month it had no effect on two 
cases, either because of faulty dosage, or of defective contractility of the 
uterus at such an early stage. The use of gynergen at term is dangerous 
for the child. Its real value is in cases of post-partum uterine atony, and in 
puerperal subinvolution, where it is quite harmless and certain, though in 
other cases its use may be followed by nausea and vomiting. 


Removal of partly ulcerated and necrotic fibroid polypi from the uterus. 
The danger o; starting infective and necrotic processes by intra-uterine 
manipulations in cases of fibroid polypi is strongly emphasized, and the 
following conclusious as regards treatment are reached :— 

(1) Every polyp which has existed in the uterine cavity or cervical canal 
for some time must be regarded as infected in the surgical sense. 

(2) In such cases the polyp should not be resected but total hysterectomy 
should be performed. 

(3) In cases in which the anatomical condition presents no technical 
difficulties to the removal of the polyp, as in a well descended tumour, or 
one with a thin accessible stalk, curetting or any forcible intra-uterine 
manipulations should on no account be undertaken. 


Brow presentations and their treatment. Stiglbauer investigated a series of 
63 cases of brow presentation. He found some degree of pelvic contraction 
in 49.3 per cent., a tendency for the child to be above the average weight in 
68.9 per cent., and in one case cramp of the lower uterine segment as a 
cause of the persistent malpresentation. As regards treatment, he con- 
siders Caesarean section certain to save the child, while his foetal mortality 
figures for prophylactic interference and expectant treatment were 26.6 per 
cent. and 30 per cent. respectively. Version gave a foetal mortality of 36.4 
per cent. and should be avoided as a prophylactic measure in hospital, 
though it may be necessary in practice. Kielland’s forceps allow expectant 
treatment to be adopted and if eventually necessary give good results in 
skilful hands. 


Negele-Breus-Kielland. The use of Kielland forceps is contra-indicated in 
cases where the head is above the pelvic brim, but they are more useful 
than Neegele forceps when the brim has been entered. Exact diagnosis 
of the position of the head is essential. 


Prolapse of the corpus luteum. Mandelstamm reviews the reported cases 
and adds one of his own. He concludes that a prolapsed corpus luteum 
produces no amenorrhcea or other menstrual change, but may become 
converted into a cyst. 


Fetal peritonitis. § Westphal describes a case of fcetal peritonitis which 
he attributes to atresia of the small intestine. The exudate and the fibrin 
covering the intestine were sterile. 


Cauterization and diathermy operations. Voltz deals with the types of 
cauterization and diathermy, and Déderlein reports the following results of 
experimental incisions with the diathermy knife in different organs, 
especially the kidney, of the rabbit :— 

(1) The operator cannot control the depth of the disturbances produced, 
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as these depend on the structure of the organ, its physical condition at the 
moment, and the strength of the current required to produce an incision. 

(2) The changes in the tissue consist in charring at the site of incision, 
and, in the kidney, a zone of cell fixation by rapid death, surrounded by 
‘coagulation nécrosis; differences were noted in high and low epithelium. 

(3) The supporting tissues and blood vessels are differently affected from 
the epithelial ‘cells. 

(4) Healing is by the ‘same process of resorption and organization as in 
knife wounds, but it is very much slower and less complete. 

The diathermy method has its uses in dealing with malignant conditions, 
but for general purposes it does not displace the knife. 


The inheritance of maldevelopments. Licker found that males and females 
are equally affected by harelip, showing that the hereditary factor lies in a 
paired chromosome, and not in those of the sex cells. The inheritance is 
dominant, in that every generation is affected, and half the offspring are 
free and half affected. The dominance is, however, irregular and incomplete 
in some instances, in that ‘‘ conductors ” occur, showing no anomaly, while 
in other cases qualitative variations in harelip and cleft palate are found, 
probably due to the interaction of various hereditary factors: Polydactyly 
is generally inherited by simple dominance, but occasionally irregular 
dominance occurs. Much help could be given to the research in heredity 
by obstetricians entering into details of cases as they occur, and examining 
still ‘births with mintte care, to ascertain the relation between the outward 
malformation and the inherited tendency. 


Icterus neonatorum. Animal experiments gave only very slight transient 
jaundice in new-born dogs, and no increase in the bilirubin of the blood 
even after marked destruction of red blood cells by phenylhydrazine. It 
has been found that levulose given to the new-born is excreted in the urine, 
especially of icteric infants, and the deduction is that icterus depends on 
an immature condition of the liver, found in the human subject alone. 


A polycystic tumour of the ‘parovarium with curious alterations in its wall due 
to deposition of cholesterin. The microscopic appearances suggested that 
the fluid in the many spaces of a parovarian cyst contained a large amount 
of cholesterin, which in the process of resorption was deposited in the walls 
of the cavities, where it caused the formation of foreign body giant cells 
and endothelial proliferation. Nissen considers it possible that the condi- 
tion might have passed into a malignant endothelioma. 


An ovarian carcinoma in association with carcinoma of the appendix. The 
patient had a large right-sided cystic carcinoma of the ovary, and infiltra- 
tion of the appendix with cells, microscopically similar to the cells of the 
ovarian neoplasm. They somewhat resembled those of growth of the 
large intestine. However, in view of the size and the necrotic areas in the 
cystic tumour, it was thought by Harnik to be a primary ovarian growth, 
the spread being probably by lymphatics rather than by implantation, as 
there were no metastases in the pouch of Douglas. 


Myoma of the vaginal cervix. According to the references collected by 
Gueissaz cervical fibroids differ from other uterine myomata in being less 
likely to retrogress after the menopause, more common in .parous ‘women, 
and almost invariably single. During pregnancy they are liable to cause 
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hzemorrhage and abortion. Spontaneous delivery occurred in 75 per cent. 
and depends less on the size of the tumour than on the nature of its base. 
Pedunculated myomata may be extruded in front of the child, when they 
can be removed at once or after delivery, while a very long pedicle may 
permit withdrawal into the large pelvis. Tumours with a broad base if 
attached to the anterior lip may be drawn upwards out of the way, but if 
attached to the posterior lip they cause obstruction, and where not remov- 
able they necessitate Caesarean section. Removal of the tumour during 
pregnancy caused premature Jabour in a third of the cases. 
Dorotuy N. L. LEVERKUS 


Munchener Medizinische Wochenschrift. 
No. 44, November 2, 1923. 
Some observations on the surgical treatment of puerperal fever.—Reply to 
Valera, Miinch. med. Wochenschr., No. 41. ELLERBROEK. 


No. 47, November 23, 1923. 
*Comparative blood investigations after Réntgen castration and vaginal 
extirpation for haemorrhage. H. KIgHNE. 
*Do women with haemorrhage recover better after extirpation of the uterus 
or after radiation? H. SEILHEIM. 


’ No. 48, November 30, 1923. 
Fatty degeneration of the glia cells in new-born animals. M. STAEMMLER. 
*The bicentenary of obstetric forceps. H. SCHROEDER. 


No. 49, Dece.nber 7, 1923. 
*“Gynergen in the treatment of atony of the uterus. S. LUTZENKIRCHER. 


No. 50, December 14, 1923. 
*Distress and abortions. E. 
Cylotropin, a new preparation for the treatment of pyelitis. Q. A. 
SCHWARTZ. 
*The treatment of tetanus neonatorum. A. BRATUSCH-MARROIN. 


No. 51, December 21, 1923. 
The potency of Yohimbin. K. FieiscHeER and O. Hirscu-Tazor. 
A peculiar case of internal constriction of the small intestine with simul- 
tanegus rupture of a tubal pregnancy. V. C. IRK. 


No. 1, January 4, 1924. 
*The importance of the pathology of twins in etiological investigations. 
H. W. SIEMENS. 
“Obstetric and gynecological technique. H. SAMUEL. 
No. 3, January 18, 1924. 
*The value of the treatment of myomata and uterine hemorrhage by 
radiation. E. Opitz. 


No. 4, January 25, 1924. 
Diminution of the indications for operation in retroflexion. Increase in 
prolapse. H. SELLHEIM. 
*Alimentary leucopenia in pregnancy toxicoses. W. SLMON. 
The biology of pregnancy and its importance for general medicine. J. 
HOFBAUER. 
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No. 5, February 1, 1924. 

*The treatment of spastic conditions of smooth muscle with a new camphor- 
benzyl-valerianate. KuUBIG. 

*The Fruktulet treatment of sterility. H. A. Dirrricn. 


No. 6, February §, 1924. 
*The vulnerability of gonococci. F. H. LORENTZ. 


No. 7, February 15, 1924. 
Investigations on the pathogenicity of trichomonas vaginalis. W. Haupt. 
Rivanol as an anesthetic and disinfectant of the urinary bladder. E. 
JOSEPH. 
No. 8, February 22, 1924. 
The method of the erythrocyte sedimentation test. L. BERCZELLER and 
H. WASTL. 
Is it possible to ascertain the colour index of erythrocytes from their rate 
of sedimentation? B. BEHRENS. 
The value of the erythrocyte sedimentation rate in the diagnosis of car- 
cinoma. W. HOFFGAARD. 
*On cysts of the clitoris. J. STUKOWSKI. 
Extirpation of the uterus or Réntgen castration? (A reply to Optiz.) 
H. SELLHEIM. 
No. 9, February 29, 1924. 
“Considerations on pyelitis gravidarum. W. STORCKEL. 
*A case of luxatio bulbi as birth injury. GERDEs. 


Comparative blood investigations. Kiehne found that regeneration of the 
blood occurs more slowly in women who have been castrated by Réntgen 
tays than in those who have undergone vaginal extirpation of the uterus 
on account of heemorrhage. 


Recovery after extirpation of the uterus and radiation for hemorrhage. 
Sellheim finds that ceteris paribus women with severe haemorrhage show a 
better recovery after vaginal total extirpation of the uterus than after 
Réntgen castration. The operation cases improve rapidly, recover their 
colour and body-weight and become happy and capable of working. Those 
who have undergone radiotherapy with destruction of the ovarian functions 
recover slowly, gradually improve in body-weight, long remain pale and 
sallow, incapable of work, and without interest in life. The difference is 
unmistakable and is attributed by Sellheim to three factors : (1) the sudden 
annulment of the ovarian functions, (2) the local trophic disturbances of 
the retained uterus, and (3) the injurious effects of radiation upon the 
condition of the blood. 


The bicentenary of the obstetric forceps. Schréder describes the introduction 
of obstetric forceps by the Chamberlens, obtaining his information chiefly 
from Aveling’s ‘“ The Chamberlens and the Midwifery Forceps.” 


Gynergen in the treatment of atrophy of the uterus. Liitzenkircher finds 
gynergen the safest and most certain means of preventing and treating 
post-partum hemorrhage, so that for the last half year she has regularly 
administered an intramuscular injection of 1 cc. at the moment of expulsion 
of the placenta and has encountered no abnormality during the puerperium. 
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Distress and abortions. Discussing the recent rapid increase of abortions 
Bumm states that from 15 to 20 or even 30 women with threatened or 
incomplete abortion attend his clinic in Berlin for treatment daily. In 
go per cent. of the cases the abortion is of criminal origin; 85 per cent. of 
the patients are married women. So long as the general distress lasts he 
considers it unnecessary to do anything beyond protecting these women 
against the sequela. He believes that investigations and indictments 
would only prevent them from looking for medical assistance in time. He 
is, however, opposed to the legal sanction of abortion. If such a law were 
passed abortion would cease to be a criminal action, but it would, Bumm 
states, continue to be a crime against the health of the women, against 
nature, and against the future of the race. 


The treatment of tetanus neonatorum. In tetanus neonatorum Bratusch- 
Marroin injected antitoxin serum subcutaneously and intrathecally. He 
also gave 5 cc. of a 4 per cent. solution of magnesium sulphate, at first 
twice and later once a day. Enemata of chloral hydrate were given when 
necessary. Out of eight cases so treated four recovered. 


The importance of the pathology of twins in etiological investigations. 
Siemens discusses the importance of examining enzygotic twins for theories 
on heredity. This method has already disproved the theory of heredity for 
left-handedness. Freckles have a complicated heredity. Endemic goitre, 
in spite of the essential exogenous cause, is conditioned by a hereditary 
predisposition, since it affects both univitelline twins, but only 35 per cent. 
of both dichorial twins. The possibility of paratypical differences due to 
conditions regulating the manifestation of the genotype is one drawback of 
this method. The identity of the hereditary substance in such twins is, 
however, merely a theory, not an established fact. 


Obstetrical and gynxcological technique. Samuel describes and _ figures 
methods and arrangements for performing vaginal manipulations and 
operations which do away with the necessity for assistants. 


The value of the treatment of myomata and uterine hemorrhage by radiation 
Opitz criticizes the opinions expressed by Kiehne and by Sellheim (see 
above, page 488). 


Alimentary leucopenia in pregnancy toxicoses. Simon found that an alimen- 
tary leucopenia was present in the majority of cases at the end of pregnancy 
and in the puerperium following pregnancies which had been interrupted 
because of a toxeemia of pregnancy or a vagus neurosis. The alimentary 
toxeemia was found in all cases of severe intoxication, especially in 
eclampsia or in severe nephritis of pregnancy, and also in three cases of 
atony of the uterus. On the other hand, in 20 out of 26 cases of pregnancy 
which were not interrupted there was no leucopenia following the adminis- 
tration of milk. 


The treatment of spastic conditions of smooth muscle with a new camphor-benzyl- 
valerianate. Kubig has used this compound under the trade name 
“Spasmyl ”’ with success in ten cases of dysmenorrhawa, and recommends 
that it should be tried in other spastic conditions of smooth muscle. 
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The “‘ Fruktulet ” treatment of sterility. Dietrich had unsatisfactory results 
in three cases in which the ‘‘ Fruktulet ’’ was employed in the treatment 
of sterility. 


The vulnerability of gonococci. Lorenz found that gonococci are extremely 
sensitive to drying, and that death from this cause constitutes the greatest 
obstacle to their successful culture. 


On cysts of the clitoris. These are rare. Stukowski records one 11 cm. 
long and 14cm. in circumference in a woman aged 65. It had a cubical 
endothelial lining and mucoid fluid contents. Cysts of the clitoris present 
little clinical interest. Unless they interfere with coitus or become inflamed 
they are symptomless. Diagnosis is simple. Removal of the cyst in toto 
gives permanent cure. 


Considerations on pyelitis gravidarum. Stoeckel shows that pyelitis in 
gtaviditate is the result of two concurrent factors: infection and retention 
of urine. The infection is almost always intestinal in origin, and in typical 
cases Bacillus coli is alone present. Other organisms may be present either 
along with Bacillus coli or alone—staphylococci, streptococci, pueumocccci, 
pneumobacilli, proteus, pyocyaneus, xerosis, pseudo-diphtheria and other 
bacilli. It is only when retained urine becomes infected that symptoms of 
pyelitis arise, namely, fever, rigors and pain and tenderness of the kidneys. 
Otherwise bacteria may exist for years without giving rise to any symptoms. 


Luxatio bulbi as birth injury. Eighteen years ago Gerdes delivered .an 
elderly primigravida with forceps on account of rigidity of the soft .parts. 
The child was found to have the globe of the left eye dislocated out of the 
orbit. Above the left orbit was a slight mark of the forceps. The eye was 
readily replaced by gentle pressure. The child, now 18 years of age, has 
a normal left eye with normal vision and normal movement, and no trace 
of the old injury can be observed. F. E. T. 


Acta Gynecologica Scandinavica. 
Vol. ii, Fase. 4. 

The ancient and modern treatment of eclampsism. Eis ESsEN-MOLLER. 

*The question of the origin of so-called tarry cysts of the ovary (haemato- 

cystis picea ovarii). B. Nystrom. 

The present phase of the question of hypertonia. E. KyYLin. 

Prolapse of the umbilical cord. P. HaGcs.rom. 

A transportable obstetric bench. H. TvEDEGAARD. 
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The question of the origin of so-called tarry-cysts of the ovary (hzmatocystis 
picea ovarii). This paper is based on the records of 80 cases which have 
been treated during the past 30 yearsin Helsingfors, and on 52 microscopical 
preparations. Since attention has recently been directed to the occurrence 
of endometrial tissue in the ovary, all these preparations have been re- 
examined, but in only one was it possible to see anything resembling the 
glandular tissue of an adenomyoma. 

The author believes that inflammatory changes play an important réle 
in the causation of these cysts. The presence of adhesions and cicatrices 
causes obstruction of the veins of the mesovarium, so aggravating the 
active inflammatory congestion. The thin-walled vessels of the theca 
interna of the Graafian follicles give way, and a hematoma forms. Lutein 
cells can usually be found in the cyst contents. 


Feetal syphilis. A critical enquiry into the syphilitic changes in the placenta, 
and also syphilitic endometritis; and into the presence, nature, function and 
development of the antibody-forming tissues of the fetal organism. This is a mono- 
graph of 350 pages, written in German, and the following English summary 
is given :— 

A syphilitic endometritis is described and is found to be very common 
in women suffering from syphilis, in its secondary as well as in its tertiary 
stage. There are no special clinical symptoms, as far as we know yet, of 
this localization of female syphilis. 

This endometritis occurs with great regularity especially in such cases 
where congenitally syphilitic children are born it appears in the form of 
more or less intense and diffuse infiltrations of the decidua basalis and 
parietalis with leucocytes, which usually invade the chorion as well, and 
sometimes also the foetal placenta. 

The formation of loose connective tissue in the villi and the infiltrations 
with wandering cells in the umbilical cord are both changes of no 
importance, except perhaps a diagnostic one, as they are far more common 
in syphilitic cases than in others. The endometritis may also have other 
causes than syphilis, and it is probable that endometritis usually accom- 
panies the foetal infection in cases of other bacterial diseases as well as in 
syphilis. 

The more intense the endometritis, the smaller the chances of the foetus 
to escape infection, and there is a certain point in that intensity at which 
the children have practically always become infected, and this point is very 
often reached. 

There are many facts to prove that the intensity of the endometritis 
corresponds rather accurately to the amount of spirochaete present in the 
uterine blood of the mother, and to the strength of the infection of the 
foetus. 

The strength of the foetal infection is, however, of almost no importance 
as to the progress of the once established foetal disease, which is not 
influenced by any extra-foetal causes whatever, viz., by the treatment of 
the mother or the degree of the severity or the stage of her illness, or the 
degree of endometritis, etc. 
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This somewhat embarrassing fact is due to the entire lack or extreme 
smallness of the foetal powers of resistance against infections. 

The extra-foetal conditions may be of importance as to the strength and 
frequency of the foetal infection, but when bacilli are once introduced into 
the foetal body, the progress of the resultant disease depends only upon the 
conditions of the foetal organism. 

It is obvious that bacilli, when introduced into an organism with no or 
only a very small defensive power, will increase in number and virulence 
to an unlimited or nearly unlimited extent, and it is shown that the 
variations in the strength of the original infection, which can be estimated 
from the changes in the endometrium and the placenta, caused by the 
infection passing from mother to child, are not of any great importance, 
as almost every infection, even the originally weakest one, very soon 
changes and becomes the strongest possible. 

The further growth of the bacilli introduced into the foetal body is 
impeded by the defensive power of the body. 

When this power is completely lacking, as in the case of still-born 
children, the bacilli grow to an unlimited extent, and the child dies very 
soon after the disease has passed its stage of incubation, viz., shortly after 
the spirochzetes have completed their acclimatization. 

In another group the children are endowed with some power of 
resistance; here the growth of the bacilli is not quite unlimited, and the 
children do not die before birth, but do so shortly, usually only some hours, 
after their birth, as owing to their disease they are unable to live under the 
conditions of extra-uterine life. In both groups the disease is the only 
cause of death of the children. Many facts go to prove that the power of 
resistance depends upon the power possessed by the organism to produce 
reactive tissues, viz., infiltrations by wandering cells, or granulations and 
other reactive proliferations like those of the spleen. 

This reactive tissue is practically always to be found in the children 
belonging to the second of these two groups mentioned above; here it is 
often produced in huge quantities, and all cases of this group, even those 
producing a somewhat smaller amount of such tissue, offer a most striking 
contrast to the stillborn children, who usually are entirely devoid of such 
tissue, or, in the few cases where it is to be found, have extremely little of it. 

The fact that reactive tissue is produced in some cases, but not in others, 
depends upon the different development of the children. The foetal syphilis 
can be understood only from an evolutionary point of view. The power to 
produce reactive tissue is developed from complete inefficiency in the 
embryo to a high degree of efficacy in the grown-up person and in feetal 
syphilis we can study many important stages of that development. 

In the development of the power to produce granulations, the first stage 
is represented by tissues, too primitive to react at all against the toxins; 
the second stage may be described as the stage of changes, where the tissue 
is sufficiently developed to change a little under the influence of the toxins, 
but where the proliferations produced, as is always the case in the villi of 
the placenta, are quite unspecific and without any influence on the progress 
of the disease, i.e., proliferations with no function. In the third stage, the 
stage of reaction, real granulations appear in the presence of the toxins; 
and the reactive tissue produced has most certainly a distinct function to 
fulfil, a secretion of antibodies is established, which reduces the intensity 
of the disease. 
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But although these granulations may be microscopically rather typical, 
their function, though obvious, is still very weak. What has been said 
and will be said here with regard to the development of the power to 
produce granulations, also refers just as much to the development of the 
power to produce the other forms of reactive tissue, mentioned above. 

Therefore we miss the reactive tissue in the young fceti, and these die 
very soon and become still-born, but we find it in the older ones, who are 
born alive. But as the function of these reactive tissues is only very weak, 
they die soon after their birth; we find a most striking difference between 
the function of the reactive tissue of these children and the reactive tissue 
of adults, a functional difference which can be proved by many facts and 
which corresponds to certain structural differences of their reactive tissues 
as well. 

In adults the syphilitic granulation-tissue destroys completely all other 
tissues which may be enclosed by it; it erodes bones, etc., and is in all 
respects very active against other tissues. The foetal granulation is very 
little active in these respects. 

Granulation tissue of grown-up persons has as a rule a very strong 
tendency to become changed into caseous matter. We miss practically that 
tendency in feetal granulation. This caseous transformation cannot be 
regarded as only a degeneration; it is a highly active process, very detri- 
mental to the bacteria. It is brought on by some ferment, which is pro- 
duced by the granulation cells themselves, and which destroys the bacteria 
and transforms the central granulation cells into caseous matter. The 
wandering cells present in the granulation may have a complementary 
effect on that ferment, but they are probably of no consequence for the 
process. The caseous transformation of syphilitic and tuberculous granu- 
lations is entirely analogous to the formation of an abscess; the only 
difference is that the ferments of the wandering cells cause liquefaction, 
whereas those of the granulation cells produce coagulation of the tissue. 
Both are extremely important means of defence for the organism. 

The connective tissue has the power of producing all kinds of reactive 
tissue. he chief function of the reactive tissue is to produce antibodies, 
and that is also a function of the connective tissue. Both functions are 
inherited and develop independently of non-inherited conditions, but they 
may be activated to a greater or smaller extent or intensity, when a more 
or less complete immunity arises. 

There are a great many important evolutionary questions (the localiza- 
tion of the reaction, for instance, in the foetal organism is to a very large 
extent a question of this kind), which I cannot discuss here; of all the 
numerous facts and details we have had to discuss in this paper, there is 
not a single one that does not confirm our views of the development, which 
may explain many of the problems of foetal syphilis. 

The more or less extreme intensity of foetal syphilis, as compared with 
the progress of the disease in the mothers of the children, is one of these 
facts. 

Another is the more or less strong increase in the number and virulence 
of the bacteria, when they have left the maternal organism to settle in the 
foetal one. The difference between the foetal organism and that of the adult 
with regard to the Wassermann reaction is also one of these facts. These 
three facts are all dependent on the little developed fcetal power of reaction. 

The really foetal syphilis, viz., the syphilis that has been established a 
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sufficiently long time before the birth to allow the disease to pass through 
the incubation-stage into full development prior to the birth of the child, 
is always mortal; the children die before or a very short time after birth. 
There is also another group of pre-natally infected children. The disease 
of these children is at the time of birth still in the stage of incubation, 
owing to the infection having taken place very late, only shortly before 
birth. The syphilis in this group is markedly less malignant than the 
really foetal syphilis. These children were treated as soon as clinical 
symptoms were recognizable, which was not the case, of course, with 
children with really foetal syphilis. The children of this group must not 
be regarded as representing the delayed form of congenital syphilis. Their 
symptoms nearly always appear before the end of the second month, usually 
earlier, and that is no long incubation period, quite the contrary, as the 
first incubation period in adults ranges between one and six weeks, the 
second one often lasting from eight to ten weeks. The disease, which 
exhibits (secondary and tertiary) symptoms some four months or there- 
abouts after birth, might be regarded as the limit between the ordinary, 
congenitally acquired but post-natally developed syphilis and the delayed 
congenital form of that disease. 

We cannot deny the existence of a delayed form of congenital syphilis, 
though it may be supposed that the majority of such cases described in the 
literature are caused by an infection after birth, as is the case in infantile 
tuberculosis. 

However, it must be admitted that an extremely weak infection, viz., an 
infection caused by very few and not very virulent bacteria, can be kept in 
check for a considerable time even by the weak foetal powers of resistance ; 
if the child be infected just before birth, when these powers are best 
developed, and if the infected child be a strong one. We have every reason 
to suppose that such conditions are very rare. 

As to the treatment of syphilitic pregnancies we have pointed out that 
the mothers must be treated very energetically during the whole of their 
pregnancy and especially in its later half, as the danger of relapse is 
increased with the progress of the pregnancy. If the women have clinical 
symptoms or not is of no importance, as women without any symptoms 
whatever infect their children quite as often as women with symptoms. If 
the Wassermann reaction of the mother be negative, the case ought at least 
to be scrupulously observed, and a preventive treatment does no harm and 
might always protect against unexpected relapses. The point is to prevent, 
not to cure maternal relapses. Every relapse or aggravation of maternal 
syphilis means a very great risk of foetal infection. The treatment of the 
mother has no effect at all on the foetal disease, nor do the maternal anti- 
bodies pass over into the foetal organism. 

Syphilitic children are infected by their mothers, but otherwise the 


foetal syphilis is, in all other respects, quite independent of the maternal 
disease. 


The effect of small doses of pituitrin. In the usual doses of 0.5 to 1.0 ce. 
pituitrin is liable to produce dangerous results—tonic contraction, rupture 
of the uterus, contraction ring and feetal asphyxia. In Copenhagen during 
the past two years doses of 0.2 cc. have been substituted, and the following 
conclusions are drawn from the experience of 144 cases :— 

1. The dose of 0.5 cc. generally employed can very well be replaced by 
a dose of 0.2¢ec. The effect appears practically the same in the two cases, 
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2. When the result is mediocre or nil, one does not seem to obtain a 
better result by using larger doses. 

3. Pituitrin can be used in small doses during almost the whole course 
of the labour. 

4. The injections can be repeated many times. If the result of the first 
is good subsequent injections will give the same good result. 

5. The presentation of the foetus makes no difference. 

6. The effect is less certain in those who are no longer quite young. 

7. The éffect is equally good in primiparz and in multipare. 

8. The effect is good in primary and secondary inertia, but not so good 
in prolonged and febrile labours. 

g. There was no, case of violent pains, no risk to mother or child, and 
no atony of the uterus. 

The principal advantage claimed is that the treatment can be started 
early in labour, and that it can be often repeated, with apparently slight 
risk. 


On rectal examination in midwifery. The experience of 3,000 cases is 
given. They were conducted mainly by students, who employed vaginal 
and rectal examination in the first month of their training, and afterwards 
rectal examination alone except in doubtful cases. 

The presenting part was correctly diagnosed in 99 per cent.; the direc- 
tion of the sagittal suture in §2 per cent.; one or both fontanelles recognized 
in 54 per cent.; the size of the os determined in 96.5 per cent. 

The chief reason why rectal examination was instituted was the expecta- 
tion that the risk of infection would be diminished. Some writers have 
published results showing a diniinished morbidity with rectal examination, 
but the figures of Astberg show scarcely any difference as regards elevation 
of temperature in patients examined per vaginam, those examined per 
rectum, and those not examined at all. 

; A. GOUGH. 


The following abstracts are reprinted from ‘MEDICAL SCIENCE : ABSTRACTS F 
AND REviEWwS,” by kind permission of the Medical Research Council. 


X-ray abortion. ScuHurz, H. R. Strahlentherapie, 1923, 15, 146. Ab- 
stracted from ‘‘ Medical Science: Abstracts and Reviews,’ 1924, ix, 5, 439. 

The object of the experiments recorded was the artificial production of 
abortion by the Réntgen radiation of pregnant animals. Rabbits were 
selected, and a few controls were made on guinea-pigs and a cat. The first 
experiment showed that the expected result was not produced, but that the 
animals did not cease to bear young, but either absorbed or appeared to 
reabsorb, the foetus. The objections to the use of rabbits are stated, 
and consist largely in our ignorance of the precise details of fecun- 
dation and difficulties in distinguishing certain details of ovarian 
structure, etc. One animal, 18 to 20 days pregnant, after 30 minutes’ 
radiation of double the percentage of the human H.E.D., gave birth 10 days 
later to four young, two dead and two alive, but these died within 24 hours. 
The general conclusions arrived at were that there is no injury to the 
ovaries, but that radiation interrupts the pregnancy. Radiation in the 
fourth quarter of pregnancy results in abortion with dead foetus or foetuses 
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which only live a few hours. Radiation in the third quarter appears to 
interrupt the pregnancy, but with no signs of abortion; the foetus shrivel 
up, die, and are apparently absorbed. 

This shrivelling up and resorption of the foetus in the uterus is stated 
to be not uncommon, and the spontaneous disappearance of individual foetus 
is the physiological analogue of the disappearance of all under radiation, 
the difference is mainly quantitative. 

The number of foetus may be equal to, less than, or greater than, the 
number of corpora lutea graviditatis in nature. In man there is equality 
in the number, except rarely in the case of twins. In cows the number of 
corpora lutea agrees with the number of fcetus in the uterus [see also this 
Journal, page 348]. The conditions in multiparous animals are complicated. 
In the case of a cat, a rabbit, and a guinea-pig the authors established the 
displacement of the ova, and they are of opinion that this is common and 
probably intrauterine, and the result of peristalsis in the uterus itself. 
The specific injury to the ovary by Réntgen radiation is to the Graafian 
follicles ; these degenerate into tiny, haemorrhagic cysts. The later in the 
period of gestation the more complete appears to be the destruction of the 
generative constituents. The other parts of the structure of the ovary may 
be well developed, or contracted and shrunken despite a well-developed 
stroma. W. NortTH. 


The causation of intra-cranial hemorrhage in the new-born. EHRENFEST, H. 


Am, J. Dis. Child., 1923, 26, 503-14. Abstracted from ‘‘ Medical Science : 


Abstracts and Reviews,” 1924, ix, 6, 480. 

The author reviews the literature on this subject, giving the classification 
of various authors. He points out the striking difference between the points 
of view of the pediatrician and the obstetrician. The former he claims is 
interested only in injuries at birth associated with haemorrhage, while the 
latter is concerned with lesions without haemorrhage as well as those 
associated with extravasation of blood. He considers that certain facts 
have been firmly established by post-mortems on still-born and newly-born 
infants, and that these facts are beyond dispute. In fully half of these are 
lesions within the skull which are of traumatic origin. Of these tears of 
the tentorium are the commonest. Heemorrhage may, or may not, accom- 
pany these tears. In at least one-fourth of these cases the tear is not 
responsible for death. Necropsies on older infants show evidence of small 
tears which apparently caused no symptoms. The author infers that not all 
intracranial birth lesions cause death or even marked symptoms in the new- 
born, and that intracephalic injuries sustained in birth must occur with 
even greater frequency than is indicated by the post-mortem findings in 
new-born infants. 

The author gives in detail the methods by which head moulding may 
cause rupture of the tentorium and tearing of the small vessels entering 
the various sinuses. The degree of hemorrhage is determined by the 
degree of asphyxia present and the reduction in the clotting time of the 
blood which may be present in the infant. 

Three specimens of skulls are described and illustrated with excellent 
photographs. 

The author maintains that every infant born seemingly asphyxiated 
should be considered as possibly suffering from an intracranial trauma. 
Unfortunately we are unable to differentiate between a true asphyxia 
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the result of mechanical interference with oxygen supply and the clinical 
picture of asphyxia brought on by traumatization of the respiratory centre. 
An overwhelming majority of babies found at post-mortem to have 
succumbed to an intracephalic haemorrhage were both cyanotic and did not 
breathe properly after birth. 

Some authors consider the asphyxia the primary condition, and the 
intracranial hemorrhage the result. This author, however, concludes that 
the reverse is the case, the asphyxia merely entering into the problem as a 
predisposing and contributory cause. With regard to the haemorrhagic 
diathesis the author concludes that although this undoubtedly plays a part 
in those cases where hzemorrhage occurs from various mucosze of the new- 
born, nevertheless it must be merely contributory in the vast number of 
intracranial birth haemorrhages. 

He refers to the experiments and observations of E. A. Graham in which 
the fact seems established that the haemorrhagic tendency is produced by 
a deficiency of oxidation. 

The author concludes that some mechanical traumatization of the intra- 
cranial structures is almost always primary, and this may follow on difficult 
labour or those terminated artificially, but minor degrees of physiological 
trauma may also be present in an apparently normal birth. A haemorrhagic 
tendency and asphyxia are important contributory factors. An excellent 
bibliography is appended. D. PATERSON. 


The acidity of the gastric contents of infants, Marriott, W. McK., and 
Davipson, L. T. Amer. J. Dis. Child., 1923, 26, 542-53. Abstracted from 
“* Medical Science : Abstracts and Reviews,’ 1924, ix, 6, 483. 

The authors endeavour in their paper to discuss the acidity of the gastric 
contents of infants, under normal and pathological conditions, the influence 
of the diet on the degree of acidity, and the practical significance of the 
gastric acidity in relation to infant feeding. A description is given of 
various methods of determining the hydrogen-ion concentration of the 
gastric contents, and the butter action of milk is explained. They explain 
their technique, which they designate “ the dialysis-indicator method,” a 
method previously explained in the Archives of Internal Medicine, 16, 389 
(September, 1915). 

The gastric contents are withdrawn two hours after a feed, when digestion 
is at its height, the infants being fed four-hourly. The average gastric 
acidity of normal infants fed on the breast had a pH of 3.75. The average 
gastric acidity of ailing infants fed on the breast showed a pH of 4.75. 
Normal infants fed on sweet cow’s milk showed a pH of 5.1, whereas ailing 
infants fed on sweet cow’s milk showed an average pH of 5.35. Finally 
lactic acid milk containing from 0.5 to 0.7 of lactic acid, was fed to normal 
and ailing infants, the pH of the former being 3.71, while the pH of the 
latter was 4.1. The authors consider that the degree of acidity of the gastric 
contents is of importance and performs a number of functions. They state 
that peptic digestion begins at pH 0.4 and is best at pH 2.5. They would 
infer that peptic digestion, therefore, was possible in over two-thirds of the 
normal infants examined, and in a fair number of infants fed on lactic acid 
milk. No peptic digestion was possible in the case of ailing infants fed on 
breast milk or sweet cow’s milk. Peptic digestion was possible, however, 
in a fair proportion of the ailing infants fed on lactic acid milk. Even in 
the case of normal infants fed on sweet cow’s milk the hydrogen-ion concen- 
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tration was insufficient for any peptic digestion. They consider that since 
peptones are capable of stimulating the flow of pancreatic juice and bile, 
there is a definite advantage to the infant in peptic digestion taking place. 
Their observations would lead them to believe that in those cases showing 
marked decrease in the gastric acidity the emptying time of the stomach 
was prolonged to the greatest extent. Gastric acidity is also of importance 
from its antiseptic action since at pH 5.0 members of the coli-dysentery 
group are inhibited, and at pH 4.0 these are completely killed off. The 
flow of pancreatic juice, bile, and intestinal secretions is stimulated by the 
presence of acid chyme pouring into the duodenum and producing the 
hormone secretion. Since other acids than hydrochloric acid act effectively, 
they believe lactic acid the best substitute. In ailing infants, where the 
gastric secretion is deficient, and its acidity low, much may be done by the 
choice of a food with a low butter value. Cow’s milk diluted one part in 
three, whey, or dried milk have all a low butter value. Another method of 
eliminating the butter substances in milk is to saturate the butter- with 
acid. Hydrochloric acid has the drawback that it must be eliminated from 
the body and tends to produce acidosis. In amounts less than that required 
to saturate the butter of cow’s milk, great benefit has been derived from its 
addition. 

Organic acids, such as lactic acid, can be completely oxidized in the body, 
and are free from harmful effects, unlike acetic, citric and butyric acids 
which tend to cause diarrhcea. It has been known for many years that 
infants could usually tolerate larger amounts of sour than of sweet cow’s 
milk. In the authors’ experience undiluted cow’s milk which has been 
acidified by the addition of lactic acid may be fed to even young babies 
without leading to digestive disturbances so commonly found where whole 
sweet cow’s milk is fed undiluted. 

These observations have been confirmed in the case of several hundred 
infants in the hospital and clinic who have been fed on lactic acid milk for 
long periods of time, the gain in weight being more striking and the 
incidence of gastro-intestinal disturbances less than among those fed on 
sweet cow’s milk. From their observations the authors consider hyper- 
chlorhydria an extreme rarity in infancy. Charts and an extensive biblio- 
graphy accompany this article. D. PATERSON. 


Radiology of the fetus in utero. Caupz, T. I. Arch. Radiol. and Electro., 
1923, 27, 146-53. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews, 1924, ix, 6, 521. : 

Despite great technical difficulties the employment of X-rays to demon- 
strate the foetus in utero—as a means of diagnosis in the early months of 
pregnancy, and to obtain information regarding the position of the foetus 
in the later months of pregnancy—is a most useful application of radiology. 
The main difficulties which confront the radiologist are: (1) the thickness 
of the maternal soft tissues to be penetrated; (2) the cartilaginous nature 
of the foetal skeleton; (3) the presence of the amniotic fluid; (4) the foetal 
movements. The first three can be overcome almost completely by the use 
of the Potter-Bucky diaphragm; and the fourth by correct position of the 
patient and use of a broad calico compression band. The patient should 
lie face downward on the diaphragm, with the trochanters about an inch 
above the lower edge of the film and the chest well raised on pillows. The 
anti-cathode of the overhead tube should be over the third lumbar vertebra. 
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The exposure is made usually for about five seconds, using 25-30 milli- 
amperes with a spark-gap of 5} inches. Much attention must be paid to 
the development of the plate. There is no danger to either the foetus or 
mother from exposure to the rays. J. H. LEEMING. 


Experiences with the Roentgen treatment of carcinoma in the Women’s 
Hospital, Erlangen. Wintz, H. Strahlentherapie, 1923, 15,770. Abstracted 
from ‘‘ Medical Science: Abstracts and Reviews,’’ 1924, ix, 6, 321. 


The author does not wish to set his results against those of Déderlein 
obtained with radium, for though essentially the same, the wave-length of 
the radium emanation is three octaves above that of the Réntgen-ray, and 
an impossible voltage would be required to obtain Réntgen rays of the same 
wave-length. The biological activity of the Réntgen-ray is usually attri- 
buted to absorption by the tissues, and as this decreases very seriously with 
increasing hardness, the intensity which can be used is limited, and the 
action is probably due to secondary rays. The biological action of radium 
is more intense than than of the R6ntgen-ray, but the precise reason is not 
clear. The difficulties in the use of radium are considerable as compared 
with the R6éntgen-ray, as no great depths can be reached from the exterior. 


Two groups of cases of uterine and mammary carcinoma respectively 
are selected and details of the radiation used are given, the range being 100 
to 110 per cent. of H.E.D., the higher figure, in the author’s opinion, need 
never be exceeded. The destruction of the carcinoma by the carcinoma 
dose of 110 per cent. H.E.D. does not import the healing of the carcinoma 
and is not to be regarded as a curative dose but rather as a destroying dose. 
The accomplishment of the destruction is, in the author’s opinion, a purely 
technical, medical and physiological question. 


The biological problem is the removal by the body itself of the destroyed 
cancer cells and the substitution of them by sound tissue; this does not 
always happen, and beyond this it is not possible to go. Clinical observa- 
tions give no help, for, among the author’s cases, there have been numbers 
of women greatly run down and cachetic who recovered their health, and 
the carcinoma disappeared entirely after four or five weeks of Réntgen 
treatment; while others, in apparently good condition, with small uterine 
carcinoma, have broken down entirely with no other reason beyond 
incapacity for resistance. 

The uterine cases were all in the early stages and fit for operation, and 
all were in a fairly good state of nutrition. About 20 per cent. must be 
reckoned as failures, and it is not a question of whether the carcinoma was 
destroyed, but of the biological capacity of the body to assist the cure. 
The conditions which may affect this later are many and various, and 
statistics, to be of real value, must be comparable in these respects. A 
table is given showing that where the general conditions of life were good 
in 131 cases, something like 42 per cent. were living even four years alter 
treatment, whereas out of 195 cases in which the conditions were bad the 
percentage of survivals was less than half this figure. Despite these general 
results, the author cites cases in which everything was in the patient’s 
favour, and yet the cure failed. Something could, perhaps, be done in this 
connexion to increase the defensive reaction of the body ; injection of large 
doses of ‘arsacetin ’’ (? acetin arsenate), blood transfusion an] blood injec- 
tion have been tried. It is even more important to prevent injury which 
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will react on the body in general. A severe attack of influenza destroys the 
reconstructive faculty of the body, and even septic infection has not such 
an evil effect ; serious mental trouble may also undo all the good work, and 
there seems to be no doubt but that the general reaction of the body is a 
most important factor in determining the results of Réntgen treatment. 
The proper moment for Réntgen treatment must not, however, be allowed 
to pass by from over-consideration of the factors, and further, the appliances 
and technique must be of the best. 


Since the beginning of the year 1921, nearly all cases of uterine carcinoma 
were treated by the electrolytic deposition of copper on the first day and 
radiation on the second. Experience has shown that the minimum dose 
lies between 100 and 110 per cent. H.E.D. From 1915 to 1920 the method 
used was to radiate the primary tumour and, six or seven weeks later, the 
tight parametrium, and then, after the same interval, the left. This method 
resolved itself into a sort of race with the carcinoma and was by no means 
ideal. After this, attempts were made to radiate the whole pelvis at one 
sitting. Dessauer and Warnekros’ method was not satisfactory, as it 
necessitated the radiation of too great a mass of tissue. Improved apparatus 
and tubes enabled the pelvis to be separated into three regions, of which 
only two were radiated; first, the primary tumour with 5-6 concentration 
fields of 6X3 cm. and, after seven weeks’ rest, radiation of both parametria, 
4-5 fields of each side. Still further improvements enabled the uterus to be 
radiated at one sitting by transmission through the whole pelvis; this can 
be done if there be not too much fat. The results were, however, not better 
but rather worse than with the earlier separate treatment of the parts; 
possible reasons for the results are set out. The previous method of using 
70 per cent. H.E.D. on the nearest parametrium was enough to stop further 
development of the carcinoma cells. The second radiation of both para- 
metria was with g90—95 per cent. H.E.D., i.e., the lower limit of the carcinoma 
dose. Details of technique are given, and also of the deposition of copper. 
Subsequent treatment must have, as definite aim, the compensation of 
injury caused by the radiation and also the raising of the general strength 
of the body. The injuries are local or general, the former usually the 
result of overdosing and not always avoidable. Ulceration of the bladder 
may arise from inexact radiation and, in certain cases, there may be a 
tendency to incrustation and the formation of calculus. These, and other 
possible local injuries, are discussed with the remedies. Injury to the 
circulating blood as a general injury may be important, and it is suggested 
that patients be treated with iron and arsenic. No possible injury should 
be neglected, and radiation should only be practiced in well-equipped 
hospitals. 


The improvement of the author’s methods coincides with an increase in 
the number of cases living 2} years after treatment ; 24 per cent. from 1916, 
and 34 per cent. from 1919. He concludes by urging that we should by no 
means be content with the present results of the radiation of carcinoma of 
the uterus. Radiation is not the be-all and end-all but, in the future, the 
general treatment of the patient must have its place as perhaps the most 
important therapeutic agent. W. NortuH. 


Radium therapy of carcinoma of the cervix at the Radium Institute of 
Paris. REGAND, C., ROUX-BERGER, J., LACASSAGNE, A., CESTRON, H., CouTaRD, 
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H., Monon, O., and RicHarp, G. Arch. d’electric. med., 1923, 31, 289. 
Abstracted from ‘‘ Medical Science: Abstracts and Reviews,’’ 1924, ix, 6, 
525. 

The most recent cases are of at least one year’s duration after treatment ; 
the degree of extension is indicated by the possibility of surgical operability ; 
only those cases are included in which the diagnosis of cancer has been 
verified by histological examination. The technique employed is fully 
described. In the three years 257 cases of carcinoma of the uterus have 
been treated, of which 23 are not included in the following statistics for 
various stated reasons; the remaining 234 cases include all those that died 
of an intercurrent disease, and consist of 226 cases of carcinoma of the cervix 
and eight of carcinoma of the body. The authors leave on one side the 
cases of carcinoma of the body, as they consider they should be dealt with 
surgically as long as they remain operable. (1) Radium therapy for recur- 
rence after operation for carcinoma of the cervix. Twenty-one cases fall 
into this class, of which 16 died more than a year after treatment, three not 
cured have survived a long time, two apparently cured (9.5 per cent.), but 
one of these had been treated with X-rays in conjunction with radium. 
From these results the author states that radium therapy should precede 
hysterectomy and that intentional post-operative radium therapy is a grave 
fault. (2) Radium therapy for carcinoma of the cervix not preceded by 
hysterectomy. (a) Inoperable 114; (b) doubtfully operable 67; (c) operable 
24. As regards (a), in 1919-20 all cases were treated, in 1921 only selected 
cases, numbering 19. Of the 114 cases 15 were cured and survived from 
1 to 34 years, and 14 derived considerable benefit; 24 were cured and 
survived from 1 to 34 years in class (b), and 24 derived considerable benefit ; 
11 were cured and survived 1 to 34 years in class (c), and 6 derived benefit. 
At the end of 1922, out of 226 cases treated, 53 were absolutely free from all 
signs of cancer: 12 treated in 1919, 22 in 1920, and 19 in 1921. The better 
results in the later years the authors put down to better technique: the 
completeness of the cure testifies to the care of the clinical examination 
which pronounced the cases ‘ free clinically.’? The authors classify 208 of 
their 226 cases according to histological examination under the following 
headings : 99 pure epidermoid epitheliomata, 34 epidermoid epitheliomata 
with cells of the basal type predominating, and 75 epitheliomata of various 
kinds, almost all squamous in type, and non-epidermoid. The numbers 
cured under these last headings are also given. 

CONSIDERATIONS AS REGARDS THE INDICATIONS FOR TREATMENT. (1) Causes 
of failure of radium therapy and deductions to be drawn therefrom. 
Reference is made to the necessity of pre-operative radium therapy in cases 
of doubtful operability ; as regards advanced cases where the vagina is 
implicated the authors favour X-rays to radium therapy. Cases with 
secondary infection and those with old malformations are also included. In 
all the above the authors state that the full curative dose cannot be given, 
and combined treatment of some kind must be employed. In those cases 
in which the first examination shows infiltration of the parametrium, treat- 
ment should be commenced by application of X-rays: radium therapy 
should follow later. In a small proportion of cases a recurrence occurs in 
the area treated after a period of apparent cure; the authors offer no 
explanation of this and consider hysterectomy after radium therapy to be 
legitimate. (2) Treatment of carcinoma of the cervix by surgery only. 
Statistics show that in operable cases radium therapy is as successful as 
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surgery ; for this reascn the authors would limit the term operable to those 
cases in which the most careful examination reveals no trace of invasion 
of the vaginal vaults or of the parametrium. They regard no case as 
limited to surgery alone except those referred to above. Wertheim’s 
operation they regard as useless and dangerous; useless if the growth is 
limited to the uterus, dangerous if the growth has spread beyond the uterus, 
because of operative dissemination. (3) Treatment of carcinoma of the 
cervix by hysterectomy after radium therapy. The authors’ statistics com- 
prise 16 cases, only two of which they consider saved by the operation. In 
all cases which are considered operable before treatment they think simple 
hysterectomy after radium thrapy is to be recommended. (4) Combination 
of radium and surgery. Under this heading is only included the placing 
in position of radio-active capsules by means of surgery; the authors have 
little confidence in the method. (5) X-ray therapy alone. At present the 
authors limit this to advanced cases in which radium therapy is dangerous 
and to those cases in which it is useless because of malformations of either 
uterus or vagina. (6) The association of X-rays and radium. This is con- 
sidered of great use where utero-vaginal radium therapy can be employed 
in cases in which it is uncertain whether the parametrium is involved or 
not. P. LAZARUS-BARLOW. 


Influence of reproductive glands on carbohydrate metabolism and_ respiration. 
Tsusura, S. Biochem. Ztschr., 1923, 143, 248—322. Abstracted from 
‘“ Medical Science: Abstracts and Reviews,’’ 1924, x, 1, 45. 

The experiments detailed in these papers deal with certain results of 
castration, ligature of the spermatic cords, and ovariotomy in rabbits. The 
sugar tolerance of the animals, as estimated by the blood sugar curve, is 
lowered definitely after such operations. This applies both to castrated 
animals and to animals in which both spermatic cords have been ligatured. 
In the latter case the spermatogenous elements of the testicles show extreme 
degeneration, but the interstitial cells of Leydig remain intact and may 
even proliferate. The influence of the testicle on carbohydrate metabolism 
appears therefore to be a function of the spermatogenous elements—a fact 
of considerable interest in view of the importance that has been attributed 
to the supposed internal secretion of Leydig’s cells in connexion with 
rejuvenation experiments. Intraperitoneal grafting of a testicle temporarily 
raises the sugar tolerance, but testicular feeding and injections of testicular 
extract produce no effect. The renal threshold for sugar is lowered after 
castration. 

The same operations lead to a fall in the respiratory exchange per kilo, 
which first becomes apparent after some weeks. The exchange may be 
restored to normal by grafting and a testicular graft in the female, or an 
ovarian graft in the male, will bring about this result. There is, therefore, 
no sex specificity in this respect in the internal secretion of these organs. 
O. L. V. DE WESSELOW. 


Anti-rachitic effects of cod liver oil fed during the period of pregnancy or 
lactation. Hiss, A. F..and Weinstock, M. Am. J. Dis. Child., 1924, 27, 1-5. 
Abstracted from ‘“‘ Medical Science : Abstracts and Reviews,’ 1924, X, I, 47. 

The young of rats, which have received large amounts of cod liver oil 
during their pregnancy, when weaned and placed on a rickets-producing 
diet developed rickets of the usual degree. The feeding of cod liver oil to 
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the mother during lactation did not prevent the usual development of 
rickets in the young when placed on a rachitic diet. If the oil was adminis- 
tered directly to the young during the suckling period, however, some 
degree of protection against the effects of a rickets-producing diet was 
observed. It is concluded that the specific principle of the oil is stored by 
the young and can be drawn upon when needed, but when fed to the mother 
it is not transmitted through the milk. The applicability of these experi- 
ments to human beings is, of course, unproved. 
O. L. V. DE WESSELOW. 

The viability of the gonococcus in nature. EENGERING, P. Ztsch. f. Hyg. u. 
Infektionskrankh., 1923, 100, 314-22. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1924, x, I, 73. 

The occurrence of gonorrhea in eight female children after a salt-water 
bath led the author to study the viability of the gonococcus in tap water, 
salt water, and on bath towels and sponges. Contrary to expectation he 
found that he could recover cultures of gonococci up to 44 hours in tap 
water, up to 1} hours in salt water, and up to 24 hours on bath sponges. 
W. BULLOCH. 


Sex-determination and related problems. Review by J. S. Huxiey. Abstracted 
from ‘‘ Medical Science : Abstracts and Reviews,”’ 1924, x, 2, 91. 

This is an elaborate review dealing with the subject from the point of 
view of the general biologist and does not lend itself to abstraction. With 
respect, however, to general conclusions regarding human sex-determina- 
tion it is stated that so far as is known the sexual fate of the individual 
human being is normally determined at the moment of fertilization. No 
undoubted exceptions to this rule are known, although certain exceptious 
are theoretically possible they must certainly be of extreme rarity. 

The only method of controlling sex-ratio in man which can at present 
be theoretically imagined would be one depending on artificial separation 
of the two types of spermatozoon, followed by artificial insemination with 
one type only. 

Transformation of sexual instincts is possible through castration followed 
by engrafting of heterologous gonad tissue. 

Genetically-determined inter-sexual individuals occur in man, and must 
‘be assigned to a third sexual category. An exhaustive bibliography is 
appended. T: 


Severe B. coli infection in pregnancy. J. MINON. These de Paris, 1923. 
Abstracted from ‘‘ Medical Science : Abstracts and Reviews,” 1923, X, 2, 133- 

According to Minon, B. coli infection is extremely frequent in pregnancy 
and varied in its manifestations. It consists in a septicaemia which has 
originated in the alimentary canal and may run its course for some time 
without any definite localization. The condition is usually mild in character 
and medical treatment is sufficient in the great majority of cases, but in a 
few it may assume a dangerous form before any visceral localization 
develops. In such cases medical treatment is unable to check the course 
of the disease, and the interruption of pregnancy is the only means of 
saving the woman’s life, provided the operation is not carried out too late. 

J. D. ROLLESTON. 


i. The intestinal cholera of young animals. (>. SANARELLI. Ann. d’ig., 1922, 32, 
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ii. The intestinal cholera in young dogs. G. SANARELLI. Ann. d’ig., 1922, 32, 
349. Abstracted from ‘‘ Medical Science : Abstracts and Reviews,” 1924, x, 

It is well known that certain very young animals, as for instance suck- 
ing rabbits, are very receptive to Comma bacilli when these are administered 
per os. This has given rise to the supposition that the bacilli introduced 
into the oval cavity of sucklings might pass through the stomach and thus 
reach the intestine where, by multiplying and producing toxins, they would 
cause a choleraic enteritis. Sanarelli points out that the gastric juice ot 
sucking rabbits has a remarkable bactericidal action and does not allow the 
passage of asporogenous bacteria in general and least of all V. cholere 
asiatice, which is very sensitive to acids. In fact the Comma bacilli intro- 
duced into the mouth of sucking rabbits do not pass through the stomach 
but are easily absorbed by Waldeger’s lymphatic ring and thus enter the 
lymphatic system; from this they pass into the general circulation and 
owing to their enterotropism they reach the intestinal wall ‘‘ from the 
back.”? The blood-serum of sucking rabbits has practically no bactericidal 
power, while the mucous membrane of the intestine is very receptive to 
Comma bacilli; the enteritis caused by them is therefore very severe even 
if the dose administered per os was small. In sucking rabbits, however, 
the principal localization of the bacilli is not found, as in adult animals and 
man, in the mucous membrane of the small intestine, but in that of the 
appendix, ileo-czecal valve, and first portion of the large intestine. The 
great receptivity of young rabbits to oral administration of Comma bacilli 
lasts till about the tenth day after birth; subsequently it disappears owing 
to the increased bactericidal power of the blood-plasma, the diminished 
permeability of the oral mucous membrane, and the greater resistance 
offered by the enteric wall. Sucking guinea-pigs do not possess the same 
receptivity because they are much more developed than rabbits at birth. 
Newly-born puppies behave like sucking rabbits, but only during the first 
twenty-four hours of extra-uterine life. 

The above statements might be misleading if one were not to add that 
adult rabbits and guinea-pigs may also be infected through the oral route 
provided appropriate doses are used. C. DA Fano. 


i. Gastric acidity in infantile tetany. F. [,. Bassott, J. A. JOHNSTONE, and C. 
H. Haskins. Am, J. Dis. Child., 1923, 26, 486—5so1. 


ii, Action and effect of HCl-milk in tetany. K. SCHEER and I. SALOMON. 
Mnoatschr. f. Kinderh., 1924, 27, 406-—441. 


iii. Hydrochloric acid in infant feeding. H. K. Faser. Am. J. Dis. Child., 1923, 
26, 401—410. Abstracted from ‘‘ Medical Science : Abstracts and Reviews,” 
1924, X, 3, 219. 

These three papers may be conveniently considered together. Faber 
points out that the optimum reactions for the activity of the gastric enzymes 
are as follows: rennin at pH 6.0, gastric lipase pH 4.0 to 4.5, and pepsin 
pH 4.0 to 2.3. At the height of digestion the average normal infant shows 
a pH of 2.3, at which pepsin attains full activity. Cow’s milk is rich in 
butter substances, that is, considerable additions of acid are needed if its 
pH is to be appreciably changed. While the addition of 15 to 20 ccm. of 
decinormal acid will bring human milk to a pH of 5, 50 to 60 cem. of deci- 
normal acid are needed to produce the same change of reaction in cow’s 
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milk. The infant must therefore secrete large quantities of HCl before the 
gastric digestion of cow’s milk can commence. Bacterial souring and 
acidification is undesirable, since it cannot be accurately controlled, but the 
reaction of milk can be brought to any figure that may be desired by the 
addition of decinormal HCl. The author uses a milk in which 25 ccm. of 
acid are added to each 100 ccm. of milk, and in which the butter value - 
approximates to that of human milk. If the pH of cow’s milk is brought 
to a figure of 5.0 by acid addition, casein flocculates and the infants 
frequently refuse to take the feed. A more moderate addition of acid is 
therefore desirable. The most characteristic effect of such feeding is an 
increase in the content of the stools in calcium soaps, apparently due to 
an increased activity of the gastric lipase, which in infancy is probably an 
important ferment. Fat tolerance is improved, and diarrhcea, when present, 
ceases. It may prove to be a useful treatment in coeliac disease. 

In the second communication, the question of gastric acidity in tetany 
is discussed. The test meal administered consisted of 16 gm. of powdered 
milk and 200 ccm. of water. The gastric contents were removed at the end 
of one hour, and their pH estimated colorimetrically. During active tetany 
thé average pH was definitely raised, the mean being 5.3 as compared with 
an average figure of 4.2 in the normal infant. With improvement, the pH 
returned to a normal degree. A low gastric acidity is therefore charac- 
teristic of infantile tetany. There is some evidence that the degree of 
calcium absorption is determined by the gastric acidity, and Marriott has 
never seen tetany develop in infants fed on lactic acid milk. The authors 
point out that tetany is usually precipitated in rachitic infants by inter- 
current febrile infections, and that fever is known to produce a marked fall 
in gastric acidity. 

Scheer and Salomon use two grades of acidified milk; in one of these 
260 ccm. of decinormal HCl are added to 740 ccm. of milk, in the other 
4oo ccm. of the acid to 600cem. of milk. In infantile tetany the serum 
shows a greatly diminished calcium content, a moderate rise in phosphate, 
aiid a considerable increase in lipoid phosphorus. With treatment by means 
of HCl-milk, these substances return to a more normal level and the 
electrical hyper-excitability is abolished. In a group of cases, which they 
think may prove tc be a distinct entity, the inorganic phosphorus (phos- 
phate) of the serum is very greatly increased, while the lipoid phosphorus 
tends to be low. In this group the more concentrated acid-milk may be 
used with success. Administration of HC] leads to a great increase in the 
phosphate content of the urine, and if, as they appear to believe, a form of 
tetany exists, due to excess of phosphate in the blood, the good results of 
this method of treatment are explained. O. 1.. V. DE WESSELOW. 


The treatment of carcinoma in the female with radio-active substance. A. DODER- 
LEIN. Strahlentherapie, 1923, 15, 706. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1924, X, 3, 260. 

It cannot yet be stated with certainty whether radium and mesothorium 
are comparable in their action with Réntgen rays. Their emanations are 
far harder than any that can be obtained with the Réntgen apparatus, 
which is an advantage; their disadvantage is the local limitation of their 
use. Their manipulation is speedier and cheaper. Of 1,016 cases of 
carcinoma treated in the Munich Women’s Hospital (1912-18), 962 affected 
the genital organs, and of these 755 the cervix uteri. After five years 13.2 
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per cent. were cured. Extirpation of the parts gave 20—25 per cent. of 
absolute cures, so that about half the cases may be set down to radium and 
mesothorium treatment. The cases are divided into four groups: (a) 110 
suitable for surgery, 48 cures; (b) 136 ‘‘ border ”’ cases, 31 cures; (Cc) 340 
cases in which radical surgery was impossible, 23 cures; and (d) 169 cases, 
all very unpromising, one cure. In a large number of cases the advantages 
obtained could not be followed up, and the results in those cases which were 
fully treated were for the first three groups (as above) 73.6, 41.2, and 13.1 
per cent. respectively of cures—out of 65 cases of vaginal carcinoma not 
one was cured, only one case of ovarian carcinoma out of 14, and one only 
out of 17 cases of vulvar carcinoma. W. NORTH. 


Genito-suprarenal syndrome (suprarenal virilism) in a girl one and a_ half 
years old, with successful operation. A. Coiiett. Am. J. Dis. Child., 1924, 27, 
208-18. Abstracted from ‘‘ Medical Science :. Abstracts and Reviews,”’ 1924, 
X, 4, 303. 

In this paper a good review of the literature of the condition is given, 
and the first case in which a suprarenal tumour has been successfully 
removed is recorded. In the four cases, in which such tumours have been 
previously removed, death ensued either from shock or soon after the 
operation. The incidence of the condition is about four times as great in 
the female as in the male sex, and the author’s patient was a girl. She 
first came under observation at the age of 18 months for obesity and pre- 
mature development of the genital hair. The clitoris was greatly enlarged 
and the ossification of the wrist bones was that of a child of three years. 
The voice was deep and the vocal cords resembled those of an adult. The 
ovaries and uterus examined through an abdominal incision were normal. 
The tumour was removed when the child had attained the age of two years. 
It was infiltrated with lime salts, and appeared to have originated from the 
suprarenal cortex. A year after the operation the excessive growth of hair 
which had been present over the trunk had largly disappeared, and the 
obesity had diminished. The voice was unaltered. 

O. L. V. DE WESSELOW. 


Physiological daily variations of body weight and temperature in infants. 
H. Putzic and H. Voumer. Zeitsch. f. Kinderheilk., 1924, 37, 259-70. Ab- 
stracted from ‘‘ Medical Science: Abstracts and Reviews,’ 1924, x, 4, 304. 

Four-hourly determinations show a definite weight and temperature 
curve for the 24 hours in infants after the third month. The weight falls 
in the early hours of the morning, remains steady until mid-day, and rises 
again during the afternoon to reach its maximum about midnight. The 
temperature curve is the inverse of the weight curve, being at its lowest 
point in the middle of the night and at its highest in the morning. The 
daily variation in weight may amount to as much as 500 grammes. 

The weight curve is largely dependent on the feeding times, and inter- 
polation of an extra feed at 2.a.m. does not prevent the morning fall. It 
appears to result directly from daily variations in diuresis. The variations 
of renal activity are apparently caused by sleep, since under the action of 
narcotics the weight remains approximately constant throughout the 24 
hours, and since the weight curve is reversed if the child is kept awake at 
night and allowed to sleep during the day. In infants under three months 
who are almost constantly asleep, the weight shows no diurnal variations. 
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It is pointed out that the activity of all glands, except the sweat glands, is 
diminished during sleep. The gain in weight and the fall in the secretion 
of urine covers the period during which sleep is deepest. The temperature 
variations cannot be causally connected with the changes in weight, but 
are apparently due to variations in the intensity of the child’s metabolism. 
O. L. V. DE WESSELOW. 


Diabetes mellitus and pregnancy. A. Lupiin. Deutsches Arch. f. klin. 
Med., 1924, 143, 342-49. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews, 1924, x, 4, 306. 

Pregnancy as a complication of diabetes is comparatively infrequent, 
since the diabetic is not usually capable of conception. Though in 1908 
Offergeld collected as many as 63 cases from the literature, some of these 
were probably in fact instances of lactosuria, or of lowered renal threshold 
for glucose that is characteristic of pregnancy. The maternal mortality 
would appear to be about 30 per cent., the foetal 60—70 per cent. The 
author records four instances of the association of the two conditions. In 
three of these a very mild grade of carbohydrate intolerance without ketosis 
was apparently intensified by the intercurrent pregnancy. The glycosuria 
was readily controlled by dietetic treatment, and after delivery at term the 
tolerance improved. The fourth case was a severe diabetic, in whom the 
disease developed in an acute form during prgnancy. Owing to the 
presence of a high-grade ketosis, with threatening of coma, the pregnancy 
was terminated at the fifth month. Striking and rapid improvement 
resulted, but the patient died in coma a year later. The author concludes 
that there can be no doubt of the deleterious effect of pregnancy on an 
impaired sugar tolerance, and points out that there should be no hesitation 


in terminating the pregnancy since the child’s chances of survival are in 
any case small. O. L. V. DE WESSELOW. 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 
Meeting of the Section held on June 5. The PRESIDENT was in the chair. 

Prof. J. Munro Kerr, Dr. McINtyre and Dr. JaMEs HENDRY read a paper 
on 
WOUNDS OF THE GRAVID AND NON-GRAVID UTERUS—A STUDY OF UTERINE SCARS. 

Prof. J. MUNRO KERR opened the discussion from the clinical standpoint. 
He pointed out that with the present technique any large series of cases 
show 12 per cent. of weakened scars when examined at term in a 
subsequent pregnancy, and that rupture of the scar occurred in a certain 
proportion of cases. He discussed the state of the scars in the uterus after 
myomectomy, and after resection of the uterus for uterus bicornis unicollis, 
followed by two pregnancies. He next discussed the advantages of incision 
in the lower uterine segment. Prof. Munro Kerr advocated making a 
transverse incision through the peritoneum above the bladder, and then a 
transverse incision through the uterine wall, and gave the reasons for his 
preference. 

The operation, he remarked, is most easy to perform after the patient 
has been in labour sufficiently long for the lower uterine segment to be 
formed definitely. 

Dr. DONALD MCINTYRE gave a most interesting demonstration of the 
state of the scars of the uterus after various operations. These were well 
illustrated by pictures or photographs of microscopic sections through the 
scars in question. His material included a recent wound of a non-gravid 
uterus produced by a dilator, scar after removal of one horn of a double 
uterus, classical Cesarean section scars, and lower uterine segment scars 
of various ages. The scars in the classical Czesarean sections were found to 
consist almost entirely of fibrous tissue, and there is a tendency for the 
endometrium to grow up towards the scar and thus thin the uterine wall. 

Dr. McIntyre showed a suture material composed of a combination of 
catgut and silk in which the silk is spun on the surface of the catgut and 
lessens the risk of the knot slipping. 

Dr. JAMES HENDRY gave his experiences of the state of the scar in cases 
on which he had performed a second Caesarean section. There were nine 
cases in which the previous incision had been in the upper contractile 
portion of the uterus, and in most of these the scar showed thinning, and 
anterior adhesions were present in four of them. 

During the last four years he had operated on forty-one cases through 
the lower uterine segment, and in five of these he had the opportunity of 
performing the second Ceesarean section. He usually extracts the child’s 
head with the aid of a pair of short forceps. The transverse incision is 
then sutured with catgut and the placenta is expressed through the vagina. 
Dr. Hendry gave full details of all the cases he mentioned. 

-The paper was discussed by the PRESIDENT, Dr. EDEN, Mr. HOLLAND 
and Dr. ANDREWS. 
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THE NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


The Annual Meeting was held at Manchester on the 18th January, 1924. 
Professor A. DONALD, Manchester, was elected President for the ensuing 
year, 


The Secretary’s Report and the Treasurer’s Report were presented and 
adopted. 

Dr. H. LeITH Murray showed A paravaginal lipoma weighing 17 ounces. 
(See this Journal, page 402.) 


Professor BLAIR BEL. (Liverpool) showed two specimens :— 


(1) Sarcoma of the uterus removed from a single woman aged 61 years; 
the menopause had occurred at 50; for seven months there had been slight 
irregular bleeding from the uterus, which was enlarged; for the last month 
the bleeding had been almost constant and there had been a little pain. 

Pieces removed at an exploratory curettement on April 15th, 1923, 
showed the growth to be a spindle-celled sarcoma; panhysterectomy with 
removal of both appendages and the vermiform appendix on April 28th, 
1923. 

(2) Cystic sarcoma of the left ovary. This occurred in a ii-para, aged 
55 years, 10 years after the menopause. Slight abdominal pain had been 
present for six months. On-December 4th, 1923, there was dysuria, 
followed by the sudden onset of severe abdominal pain. The attacks of 
pain varied in severity, gradually becoming more severe and causing 
vomiting. 

On examination there was slight abdominal distension; a hard mass, 
apparently rising out of the pelvis, was palpable in the left iliac fossa; 
there was a large cystic swelling in the pouch of Douglas pushing the 
uterus forward. 

On December 17th, 1923, panhysterectomy with removal of both appen- 
dages and appendicectomy; the solid portion of the ovary had to be 
separated from its adhessions to the brim of the pelvis and left iliac fossa. 

Sections showed the solid portion to be a mixed-celled sarcoma. 

Professor BRIGGS, in reference to the second case, suggested that it might 
be a sarcoma adherent to an ovarian cyst or a cystic fibroid. 

Professor DONALD thought it noteworthy that these cases were in elderly 
women; he had not seen such a small specimen of sarcoma of the cavity 
of the uterus after the menopause. 

Professor BLAIR BELL in reply stated that the solid sarcomatous portion 
and the cyst were parts of one tumour and were inseparable. 

Dr. Letra Murray and Professor GLYNN (Liverpool) showed a specimen 
of diffuse fibromyomatous growth of the uterus. 

Dr. Mines Pui..irs (Sheffield) was reminded of the similarity to the cases 
of uterine hypertrophy—chronie metritis in multiparce ; cases in which the 
uterine wall might be even two inches thick and the endometrium 
thickened. 

Dr. FLETCHER SHAW (Manchester) remarked that the whorled appearance 
distinguished this case from the ‘“ work”? hypertrophy of the chronic 
metritis cases referred to by Mr. Phillips. 

Professor DONALD considered it might be analogous to the multiparous 
type of chronic metritis and asked if there were any increase in the elastic 
tissue. 
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Professor BRIGGS thought that this confirmed the teaching that fibroids 
arose in connexion with the smaller vessels. 

Dr. LertH MuRRAY, in reply, stated that he did not think it was a rapid 
growth as it was so firm; all that the patient could say was that ‘‘ she had 
been married eighteen months and did not have the lump when she 
married.” 

Professor GLYNN stated that he had not yet looked for the elastic tissues. 

Dr. D. DouGal read a case of 
AN OVARIAN DERMOID RUPTURED DURING LABOUR AND EXPELLED PER RECTUM 

A MONTH AFTER DELIVERY. 

The patient was a primigravida, aged 28 years, and had a medium degree 
of pelvic contraction, the diagonal conjugate measuring about four inches. 
When admitted to hospital she had been 48 hours in labour and forceps 
extraction had been attempted without success. Her general condition was 
unsatisfactory, the pulse being 130, and the child dead. 

On examination, it was noticed that there was considerable prolapse of 
the anterior rectal wall, but the cause of this was not recognized till much 
later. 

The child was extracted without difficulty after perforation, and the 
case was considered to be one of dystocia due to contracted pelvis, the rectal 
prolapse being merely an independent condition aggravated by forcible 
attempts at delivery. 

The mother improved till the fourth day when the temperature rose and 
she complained of abdominal pain, vomiting and distension, evidently the 
result of puerperal peritonitis. She remained in a critical condition 
with a remittent temperature reaching 104 degrees, and about a fort- 
night after delivery a vaginal examination was made to see if there was 
any collection of pus in the pelvis. Apart from some fixation behind the 
cervix there was little to be made out per vaginam, but on passing a finger 
into the rectum an opening was found in the anterior rectal wall through 
which it was possible to feel an irregular piece of bone. Dr. Dougal 
believed that. this belonged to a dermoid tumour which had ruptured during 
delivery. This was confirmed two weeks later when the patient passed 
per rectum a necrotic piece of the tumour including the dermoid process 
and a plate of bone. 

There was now no question of operative interference especially as the 
patient was more than holding her own, and although she continued to run 
a temperature for another fortnight she gradually improved and was able 
to leave hospital two months after delivery. There was still a good deal of 
fixation behind the uterus and the opening in the rectal wall had not yet 
closed. It is now ten months since her confinement and she is in perfectly 
good health. 

The case is a tragic illustration of the dangers of overlooking an ovarian 
tumour obstructing delivery and the patient was extremely fortunate in 
escaping with her life. There is no doubt that the tumour was of compara- 
tively small size and therefore difficult to recognize, and the case was 
further complicated by the presence of a degree of pelvic contraction 
sufficient in itself to account for the dystocia. The tumour was evidently 
dislocated and ruptured during forcible attempts at extraction and the rectal 
wall was torn or its vitality damaged at the same time. 

In his paper on ‘f The obstruction of labour by ovarian tumours in the 
pelvis,” McKerron records 1§ cases in which the cyst ruptured during 


’ 
oa 
& 
; 
ae 


Reports of Societies 511 


labour. Three occurred during forceps extraction and two during cranio- 
tomy, and of these five, four terminated fatally. 

The same writer also refers to five cases where ‘“ natural ovariotomy ” 
occurred, the tumour prolapsing through the recto-vaginal septum and 
being expelled either by the vagina or by the rectum. In the two cases 
where the tumour was expelled per rectum the accident occurred in one 
during labour and in the other soon after delivery. 

The late Dr. Walls described a similar case before this Society in 1900 
and the patient recovered. The tumour was expelled per rectum during 
labour, and when he saw the patient three days after delivery the opening 
in the rectal wall was still apparent to the finger. 

REFERENCES. 
McKerron, R. G. Obstetrical Transactions, 1897, vol. 39, p. 334- 
Walls, W. K. Transactions of the North of England Obstetrical and 
Gynecological Society. Abstracted in Lancet, February 3rd, 1900. 

Professor BRIGGS enquired how Dr. Dougal knew it to be an ovarian 
and not a rectal or pararectal dermoid. 

Mr. Mines PHILLIPS mentioned Mr. Bonney’s case where both ovaries 
were found still in the patient ; ovarian tissue in the dermoid suggested that 
it might have arisen in an accessory ovary. 

Dr. DouGaL, in reply, agreed that it might be a pararectal dermoid and 
would omit the word ovarian. 

Professor GLYNN then read a paper on statistics illustrating the effect 
of exercises on the diminution of post operative pulmonary embolus (so- 
called). 

Recently assisted by Dr. Morris Cohen, he summarized his observations 
on some 40 autopsies upon pulmonary or cardiac embolism and upon 
primary pulmonary thrombosis. Almost invariably the lungs had been 
hardened and dissected, the various thrombi in them drawn and then 
examined microscopically. The main conclusions were :— 

1. Death usually occurs in either embolism or thrombosis in from 10 to 
20 minutes. The development of primary thrombosis was often suggested 
by a slight rise in the pulse rate without a corresponding rise in tempera- 
ture. 

2. Primary pulmonary thrombosis was much more frequent; death 
occurs in post-operative cases about the roth day. In 35 consecutive post- 
mortems, 28 being on post-operative cases, four were due to embolism, 30 to 
primary pulmonary thrombosis, and one doubtful. In another case primary 
thrombosis and embolism were combined. 

3. The presence of proved ante-mortem thrombi, usually in both lungs 
and in all lobes, which could not possibly have developed in the few minutes 
elapsing between the acute onset and death. 

4. The presence of age changes in the pulmonary thrombi, demonstrated 
by (a) heemolysis ; the blood pigment was deposited not only in the thrombi 
but often in the walls of the pulmonary arteries surrounding them and 
even in the bronchial cartilages; and (b) commencing organization of some 
thrombi which occurred in about a third of the cases. 

The main causes of primary thrombosis were : 

1. Mild sepsis, demonstrated by the frequent very slight pyrexia, and 
by the frequent occurrence of a non-heemolytie streptococcus in the thrombi. 

2. Pulmonary stasis, for the patients were invariably bedridden. The 
danger of the latter could be greatly diminished by practising movements 
and deep breathing as soon as possible after operation. At the Liverpool 
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Royal Infirmary from 1905 to 1915 there were nine post-mortems upon 
primary pulmonary thrombosis (post-operative) from the gynecological 
ward, and seven surgical (post-operative), and three medical from the rest 
of the hospital; from 1916—1923 there were two (post-operative) from the 
gynecological ward, six surgical (post-operative), and three medical from 
the rest of the hospital. The diminution in the number of gynecological 
cases coincided with the introduction by Professor Blair Bell of systematic 
deep breathing and active arm exercise, practised every morning from the 
third or fourth day after the major operation. No such exercises were 
practised in the rest of the hospital. 

The PRESIDENT thanked Professor Glynn for paying the Society the 
compliment of reading his paper to the members. He moved that the 
discussion be deferred to the meeting at Liverpool in March; this was 
seconded by Mr. Miles Phillips and carried. 

A meeting of the Society was held at Sheffield on February 15th, 1924, 
the President, Professor A. DONALD, in the chair. 

The PRESIDENT reported a case of solid tumour of the right ovary which 
was removed from an unmarried woman aged 33. An interesting point 
was that the tumour produced absolutely no symptoms. The patient 
diagnosed that something was wrong in the abdomen merely because she 
noticed that, when lying quite flat on her back in the bath, the water over- 
lapped the surface of the abdomen except on the right side, where a 
considerable portion rose above the level of the water—a diagnosis by 
contour. The tumour practically filled the right side of the abdomen, 
reaching almost to the costal margin. It was attached by a small pedicle 
to the right broad ligament, and there was no trace of ovarian structure. 
It was of a pale pink colour and of smooth consistence but rather soft. The 
pathological report pronounced the tumour to be malignant—probably a 
perithelioma. Clinically, however, there was no sign of malignancy: no 
pain, no rapidity of growth, no uterine hemorrhage, and no free fluid in 
the abdomen. The other ovary was healthy and was not removed. 

Mr. CARLTON OLDFIELD (Leeds) enquired whether the President intended, 
in view of the pathological report, to reopen the abdomen and remove the 
other ovary. 

The PRESIDENT, in reply, thought that the tumour was clinically non- 
malignant and did not intend taking any further measures ; he would report 
progress in a year. 

Dr. W. R. Appis then showed a sarcoma of the uterus with intra- 
abdominal rupture. 

The specimen was removed post-mortem from a woman, aged 45, married 
16 years, two children, the younger being seven years old. Six months ago 
severe haemorrhage from the uterus began at a period and lasted seven 
weeks; after a fortnight the bleeding recommenced and _ persisted inter- 
mittently. Pain of a bearing-down character accompanied the bleeding 
and was more severe before the passage of clots; there was occasional 
difficulty in micturition. Two weeks before admission a swelling was 
noticed in the right lower abdomen. Until two days before admission she 
had been getting about and had been to early Communion that morning. 
At 11 p.m. she was suddenly seized by violent pain in the lower abdomen, 
followed by collapse; through the night she vomited frequently but the 
pain gradually subsided and the shock passed off; she was admitted as an 
emergency case to St. Mary’s Hospital under the care of Dr. Donald. On 
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admission the general condition appeared good, the abdomen was distended, 
and showed only slight respiratory excursion; a mass could be felt in the 
tight iliac fossa. Temperature 98.4, pulse 112. 

Although the bowels had not been moved for a week, considering the 
history, it was thought wiser to keep her under observation for the first 
day. She felt well, there was no vomiting, and she slept well through the 
night. In the morning she was given one ounce of castor oil—which she 
vomited—and at 10 a.m. a turpentine enema with a good solid and flatus 
result; this did not, however, relieve the distension. At 1 p.m. there was 
a sudden attack of pain in the lower abdomen accompanied by extreme 
dyspnoea and a running pulse. She was cold, clammy and collapsed, and 
began vomiting a brown glairy material. A flatus tube was passed and, 
after a very large quantity of flatus had escaped, the distension subsided 
and it was then noticed that the mass on the right side had disappeared. 
She rallied slightly, but the vomiting persisted and she died at 6 p.m. At 
the autopsy on the following day the body was that of a well-developed 
woman; the abdomen was full but not distended; there were no signs of 
wasting nor of deficiency of subcutaneous fat. The abdomen was found to 
be full of blood but there were no adhesions between coils of intestine. On 
inspecting the pelvis the left side was free; there was a large mass of clot 
on the right protruding from a cavity whose wall was so densely adherent 
to the pelvis that it could not be separated and the main part had to be left 
in situ. The uterus and appendages, with part of the cyst wall, were 
removed. 

The uterus is considerably enlarged and section shows a large mass of 
sarcoma arising in and largely replacing the posterior wall and filling the 
uterine cavity. At the fundus the growth projects into the abdominal 
cavity through an opening of about 2 inches in diameter; on the left and in 
front this opening shows a free margin which does not, either to the naked 
eye or microscopically, suggest an immediate rupture; on the right the 
protruding growth is continuous with the uterine wall and with the cyst 
wall. The right tube appears normal. There is a secondary sarcomatous 
nodule, the size of a walnut, on the broad ligament. The right ovary is 
continuous at its outer part with the wall of the cyst which was filled with 
blood-clot ; the cyst wall on section shows plaques and nodules of bone and 
extensive infiltration by sarcoma, and it was not possible to find other 
evidence than that the structure was a dermoid cyst of some description. 
He suggested that the rupture of the uterus with protrusion through the 
fundus had been a gradual process and not the immediate cause of death. 
He thought that the more probable explanation was that two days before 
admission there had been an erosion of a vessel in the dermoid cyst due to 
the secondary sarcomatous infiltration with possibly some oozing from the 
surface and maceration and weakening of the wall. With rest this had 
settled down but the turpentine enema and the active movement of the 
bowel had been sufficient to start the heemorrhage again and to rupture the 
cyst wall already weakened by the previous hemorrhage. 

Prof. H. Briccs (Liverpool) then showed two specimens : 

(1) Small hydatidiform mole: large decidua with bossy interstitial 
hzemorrhages. 

At the 83rd day of gestation-history a triangular-3} 3434 inches and 
4 to 3 to } inch thick —decidua of large size passed; bossy hemorrhages 
into its substance: an early hydatidiform mole 1} inch in diameter is 
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lodged at the left upper corner of the decidua. There was no bleeding from 
the uterus until the abortion occurred. 

Diagnosis was impossible for the cedematous, rather flaccid uterus was 
acutely retroflexed and fixed under the tightened utero-sacral ligaments of 
a primigravida, aged 30. Abnormal ovum or miscalculation of date or 
cedema of an enlarged retroflexed uterus with endometritis, for which she 
had been curetted 2} years previously. 

Every case of disproportionately undersized hydatid mole should be 
shown and with it invariably the extravasated blood, if any. The blood is 
rarely completely within the decidua as in this instance: it is generally 
scattered among the hydatidiform villi. 

(2) Specimen (with clinical notes) in illustration of the choice of site 
of the uterine incision in Cesarean section. 

The uterus is ruptured obliquely and towards the left through the front 
of the lower uterine segment. The head and half the body of the full-term 
foetus lay under the still intact peritoneum of the raised bladder and of the 
left broad ligament. The uterine rupture was subperitoneal and in that 
sense incomplete. 

Suppose the patient, aged 34, has a flat pelvis with the following history : 

(1) dystocia, a long labour, head transversely at the brim, a living 
child born by podalic version, October 2oth, 1916, 
(2) Caesarean section at the end of the 38th week, December 14th, 1920, 
(3) Caesarean hysterectomy at the end of the 37th week, October roth, 
1923, when nine hours after the onset of “‘ labour pains ” the 
operation was done exactly 26 hours earlier than the planned 
time, 
there can be little hesitation in attributing the rupture of the uterus near 
the full term of the third pregnancy to a weakness in the second Czesarean 
scar: as my incisions are planned low down in front I am prepared to 
agree to this explanation especially if I can be assured that the left lateral 
and oblique direction of the tear would not stand as a moving testimony of 
spontaneous uterine rupture above the brim of a flat pelvis, quite 
independently of Czesarean section. 

The specimen is a very important one for any teaching institution or 
Obstetrical Society, particularly as the upper site of the Czesarean scar is 
solid and firm within the even and thick wall of the lower part of the body 
of the uterus and cannot be identified. 

Mr. LeYLAND ROBINSON presented a case of 


OVARIAN PREGNANCY, 
which sppears on page 410 of this Journal. 
Mr. OLDFIELD agreed that Mr. Robinson had established his case. 
Mr. W. W. KiNG (Sheffield) showed a specimen and described a case of 


PUERPERAL PERIMETRIC THROMBO-PHLEBITIS, 


He brought this case to the notice of the Society not only because actual 
specimens of thrombosed perimetric veins are uncommon, but also because 
it raised some points of clinical interest. First, the obstetrical operation, 
which presumably caused the infection, was of the simplest kind— namely, 
the bringing down a leg in a breech presentation with a half dilated cervix. 
Second, the possible dangers of pelvic examination in puerperal sepsis were 
exemplified by the fact that the temperature, which had been almost normal 
for two days, rose to 101.0°F. within twelve hours of the first and only pelvic 


= 
Op 
: 
: 


Reports of Societies 515 


examination. Third, the ease with which the thrombosed veins could be 
felt was very unusual and necessitated a definite decision as to the 
advisability of excising them. He had not been impressed with the results 
oi this operation and decided against it, but asked for the opinions of those 
who have had experience of this procedure as to whether this was a suitable 
case for the operation. 

The patient, at. 22, was admitted to the Maternity Department of the 
Jessop Hospital on August 14th, 1923, suffering from placenta praevia at 
the seventh month. Bleeding had begun three days previously and had 
been severe on the day of admission. 

On admission she was very pale and the pulse was very rapid (150). 
The child presented by the breech and the os was about half dilated so that 
the only obstetrical operation required was to bring down a leg. Spon- 
taneous delivery followed in an hour or two with no further loss. She 
appeared to progress favourably for a few days, although the pulse 
remained rapid. On the fourth day the temperature rose to 102° and anti- 
streptococcic serum was given without effect. On the tenth day she had 
her first rigor, and then followed general improvement in her clinical 
condition and, on the whole, in her temperature until on the 22nd day when 
the night and morning temperature fell to subnormal, though there was a 
rise to about 100° during the night. 

He saw her for the first time on the third day of this improvement, that 
is on the 24th day of the puerperium, and thought that it was safe to make 
a vaginal examination—the first that had been made since delivery. He 
was then able to feel quite easily tortuous thrombosed veins in both broad 
ligaments. As a possible result of this examination the temperature rose 
the same night to 101° F., and the following day the right leg became 
swollen. She became gradually worse and died on the 45th day after 
delivery. 

Post-mortem examination. The lungs showed some purulent exudate 
and several small abscesses, but the interesting obstetric findings were in 
the pelvis. There the whole of the veins were thrombosed, including the 
internal and external iliac and common iliac veins. Purulent material was 
found in the inferior vena cava, but this vessel was not actually thrombosed. 


Dr. J. W. Bripe (Manchester) read a case of 
IMPACTED FIBROID WITH G!DEMA OF THE LEFT LEG, 


A.R., aged 35, married 6} years, nullipara, came to see me on March 15, 
1923, with a large abdominal swelling and considerable cedema of the left 
leg. 

The menstrual history was that she commenced to be unwell at et. 12 
years, for five to six days, every 28 days, with moderate loss, and her last 
period was on February 20, 1923. 

On March 12, three days before she saw me, the left leg began to swell 
without pain, and very quickly became about twice the size of the other leg. 

On examination I found an abdominal swelling, hard and about the size 
of a seven months’ pregnancy, with a node impacted in the pouch of 
Douglas impeding the return of blood from the veins of the left leg, which 
was swollen to the size just mentioned. 

I admitted her to hospital, had the leg firmly bandaged, and considerably 
elevated the foot of the bed. In three days the circumference of the leg 
had decreased half an inch, and by the eighth day was quite normal in size 
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again. Temperature on admission was 99.0° F., the pulse 116. Pulse fell 
to 80 on the second day, and there was no further rise of temperature. 

On the ninth day, March 24th, I operated and removed, together with 
the right appendages, a fibroid tumour weighing 5} lbs. A node of it was 
impacted in the pouch of Douglas. There were no adhesions, and naked-eye 
appearances on section showed no signs of inflammation or degeneration. 
Microscopical section revealed no signs of degeneration. 

Comyns Berkeley, in the ‘“‘ Practitioners’ Encyclopedia of Midwifery 
and Diseases of Women,” says an impacted fibroid may cause pressure on 
the pelvic veins, causing thrombosis of the external ilize or femoral veins, 
with pain, temperature, and swelling of the leg on the affected side. 

In this case there was no pain, very slight pyrexia of brief duration, and 
at operation no palpable thrombosis of the veins. On taking off the 
pressure of the tumour by elevating the foot of the bed the swelling 
subsided much more quickly than one would expect in a case of thrombosis. 
I consider the cause of the swelling purely mechanical from tumour 
pressure, with partial obstruction to the venous return from the left leg. 

The patient made an uneventful recovery. 

Mr. LEYLAND ROBINSON described two unusual cases of puerperal sepsis. 

The first was an example of fulminant infection which proved fatal five 
days after delivery. The patient was a healthy primigravida and labour 
had been perfectly normal, the only interference being a solitary vaginal 
examination which was made before rupture of the membranes. 

The clinical and post-mortem signs were those of typical septiczemia, and 
the interest of the case lay in the etiology: this was complicated by the 
fact that the patient had been in close contact with an undoubted case of 
scarlet fever during labour and for two days subsequently, and had herself 
developed a scarlatinal rash before death. 

With regard to the source and method of infection there were four 
possible explanations :— 

(1) Malignant scarlet fever. The toxic variety of this disease is very 
atypical and could hardly be excluded in view of the history, but the com- 
plete absence of throat lesions and the presence of septic peritonitis 
(apparently unknown in scarlet fever) were strong arguments against this 
diagnosis. 

(2) Autogenous septiceemia—organisms being introduced by the mid- 
wife’s hands from the ano-perineal skin or dislodged upwards from the 
cervical glands. The ward sister who made the examination was an 
exceptionally careful and experienced midwife; gloves were used; the 
perineum was carefully prepared and the examination not repeated 
collective evidence which made autogenous infection unlikely, if not 
impossible. 

(3) Transference of streptococci from the throat of the scarlet fever case 
to the vagina of the septic:emic patient by the hand of the midwife. This 
suggestion is open to the same criticism as No. 2, but on the whole affords 
the most likely explanation of the case. 

(4) Air-borne infection—organisms being conveyed through the air 
surrounding the two beds, from the throat of the scarlet fever patient (who 
was coughing after an anesthetic) to the throat of the other woman who 
consequently developed septiceemia This is a pure surmise and requires 
no further comment. 

Although no definite conclusion can be arrived at as to the source of 
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infection or route of entry in this particular case, the unusual features at 
least emphasize the fact that puerperal septicemia may be extra genital in 
origin or occasionally due to independent organic disease. 

The second case was one of abdominal hysterectomy for septic puerperal 
metritis, occurring in a healthy primigravida. 

The husband had contracted syphilis four years before marriage and as 
his Wassermann reaction was strongly positive in September 1922, the wife, 
who became pregnant during August, was given Hyd. c. Cret. throughout 
pregnancy. 

Delivery of a living child was effected with forceps in a nursing home 
where (as was discovered later) two septic cases were under treatment and 
a nurse with a septic hand was on duty. 

Urgent symptoms of infection quickly followed delivery but aborted 
after the exhibition of antistreptococcic serum and phylacogen. After an 
apparently quiescent interval of six weeks a peritoneal crisis occurred and 
an inflammatory mass was palpable in the pelvis. At operation, under- 
taken with some misgiving three days later, this mass was found to consist 
of the right appendage and phlegmonous broad ligament attached to a 
localized abscess in the uterine muscle and surrounded by adherent gut and 
omentum. Complete hysterectomy was carried out and a drainage tube 
placed in the pelvis. 

Although the patient eventually made a good recovery the operation was 
followed by a formidable and nearly fatal reaction, and it appeared 
questionable whether it would not have been better to delay operation until 
the peritoneal crisis had subsided. 

In any case septic metritis with abscess formation, like other types of 
localized infection such as necrotic fibroids, demands hysterectomy sooner 
or later, but the employment of this operation has only a limited application 
in the treatment of puerperal fever. Such interference is unnecessary, if 
not dangerous, in mild cases, whilst it is problematical whether puerperal 
septiceemia can be recognized with certainty at a stage when excision of 
the uterus will be curative or even offer a reasonable return for the risk 
taken. 

Apart from definitely encapsuled sepsis the chief indication for this 
operation is the badly suspect Cesarean section where prophylactic 
hysterectomy is always worthy of consideration. 

Mr. ALFRED GOUGH reported a case of hydramnios with anencephalic 
monster and late post-partum hemorrhage in two successive pregnancies. 

The patient was thirty years of age and had already had three children. 
In her fourth pregnancy it was noticed that the abdominal distension was 
far greater than corresponded to the period of gestation, and it was easy to 
determine that there was a condition of hydramnios. Labour came on a 
month before the estimated time. On making a vaginal examination the 
hard ridges and processes of the internal base of the skull were felt. The 
anencephalic foetus was delivered without difficulty. The placenta was 
very thin and its superficial area very large. The puerperium was for some 
time perfectly normal: lochial discharge had ceased and she had left her 
bed by the twelfth day. Three weeks later, that is, 34 days after delivery, 
a little haemorrhage was noticed. On the 36th day severe flooding occurred ; 
this was checked by packing the vagina. On the next day, when the pack 
was removed, the flooding recurred, so an anwsthetic was administered and 
the interior of the uterus was explored. A very small amount of placental 
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tissue was removed with a blunt curette. There was no more bleeding and 
the patient made a good recovery. 

Two years later this patient went through a precisely similar programme. 
There was again hydramnios : she was delivered at the eighth month of an 
anencephalic foetus: all went well until the 31st day when bleeding com- 
menced : two days later it was profuse and the uterus was emptied : again 
a minimal quantity of placental débris was removed and the patient did 
well. 

The fact that the three conditions anencephalic foetus, hydramnios, and 
late post-partum haemorrhage occurred in two successive pregnancies in 
the same patient, suggests that there must be a causal relationship between 
them all. It is known that hydramnios is often associated with an 
anencephalic monster: a possible explanation is that the fluid comes from 
the open neural canal; it is natural for a certain pressure to exist in the 
cerebrospinal theca, and the fluid is poured out in an unavailing effort to 
attain this pressure. When hydramnios exists the placenta is thin and 
spread over a large area of the uterine wall. There is therefore a risk of 
a small portion being retained and this may lead to late post-partum 
hemorrhage. Another possible cause of haemorrhage would be laceration 
of the uterus by the sharp prominences of the foetal skull, but this does not 
appear to have happened in this case. 

Prof. BRIGGS read a paper on 


THE EXTENDED LEGS AS AN ABNORMALITY IN THE FORTAL ATTITUDE. 


Barbour, in the ‘‘ Anatomy of Labour,’’ 1899, p. 187, wrote: ‘“‘ To sum 
up as regards the attitude of the foetus, we may say that frozen sections, 
which give us an opportunity of studying the attitude of the foetus in utero 
with precision, show that there are minor deviations from the classical 
description adopted in the text-books. The occurrence of these must be 
borne in mind, and we must not attribute to labour changes in the relation 
of the head and trunk which may have been present before labour began.” 

Similar discernment is my aim under the heading of this communication. 

The foetal limbs in relation to the head and trunk in their minor devia- 
tions are both frequent and insignificant, but in their major deviations 
attach the designations of extended legs and extended arms. In the foetal 
attitude, as an abnormality, extension of the legs signifies full flexion of 
the hips and full extension of the knees placing the full length of each of 
the lower limbs in contact with the corresponding side-front of the abdomen 
and chest; on each side the foot reaches the face and the lower hemisphere 
of the skull. This abnormality in the foetal attitude is found in early 
pregnancy. 

Lantern slides were exhibited reproducing Liverpool University Museum 
evidence at 44 and 74 months, also copies of allied illustrations from the 
works of Leopold (1897) and Varnier (1900). 

A correct knowledge of the anatomical relations in the undisturbed feetal 
attitude as the basis of ante-natal diagnosis and labour management is not 
unattainable from Museum evidence. 

In the undisturbed primary attitude the legs are fully extended along 
the front of the trunk; the upper limbs are not fully extended, they are 
slightly raised to bring the forearms external and parallel to the fibular 
sides of the extended legs lodging the hands behind the feet; the flexed 
elbows are in contact with the outsides of the extended knees; the upper 
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arms crossing the sides of the chest. With this anatomical demonstration 
before us we are justified in strengthening our statements and in converting 
conviction into action. 

In civil cases or in medico-legal enquiries when expert evidence is 
sought or given there is less ground for hesitation or difference of opinion. 

In ante-natal clinics there is a more sound foundation for advancement 
in spite of the handicap in the physical examination; the head and trunk 
are stiffened by the lower limbs; the back is less palpable and the smaller 
frank breech in a primigravida is lodged in the brim during the last two 
months of pregnancy and is less recognizable along the slope of the back 
from above; the physical characters of the breech are often masked below 
on vaginal examination; at the fundus the head above the occipito-vertebral 
groove is more fixed or deprived of an appreciable part of its normal ‘‘ready 
wobble ’’; the ends of the limbs are apt to bear by their close contact false 
witness in the identification of the head; external version is from the same 
conditions also handicapped. 

On this section of obstetrics previous publications are not abundant. 
Henri Varnier in ‘‘ La Pratique des Accouchements,’ 1900, issued, if not 
identical, almost identical illustrations and descriptions of the primary 
foetal attitude with extended legs, (1) at five months; and (2) at term. 
The French source of this previous publication is not remarkable 
considering the leading prominence of the works of French writers on the 
mode de fessés. 

Leopold in his Atlas, 1897, on the uterus in pregnancy, figs. 18 and 10, 
displays a different attitude on the two sides of the foetus. ~ 

The best clinical contribution by British obstetricians was made in 1896 
before the London Obstetrical Society by Dr. W. S. A. Griffith and the late 
Dr. Arnold W. W. Lea. After their paper had been read the President of 
the London Obstetrical Society, Sir Francis Champneys, effectively illu- 
minated the evidence by stating ‘‘ the newness of the subject might be 
illustrated by the fact that so careful and learned an observer as the late 
Dr. Matthews Duncan told him that he had never seen a case of primary 
extension. of the legs.’’ Sir Francis Champneys at the same time referred 
to an instance of primary extension of the legs in a patient in labour with 
a normal pelvis and a small child in the first vertex position, with a left 
hand and left foot also presenting; he suspected twins. The child he 
delivered by forceps; no twin was present. 

Dystocia, in the progress of a labour without disproportionate factors 
or, even as in Sir Francis Champneys’ case, with a normal pelvis and a 
small child, emphasizes the untoward function of extended legs as splints 
on the accepted teaching of M. Tarnier. It is no small obstetrical advantage, 
from an anatomical demonstration of the foetal attitude, to realize clearly 
what others have clinically proved and stated that there is nothing beyond 
possibly a slight degree of dystocia inherently attributable to the primary 
breech or vertex presentation with extended legs. The paper by Griffith 
and I,ea and the discussion that followed at the London Obstetrical Society 
impressed the need of a wider appreciation of disproportionate labour- 
factors and pelvic contraction in breech mechanism and management. We 
cannot adhere too rigidly to the anatomical attributes of the primary 
attitude of the breech with extended legs if we wish to eliminate extended 
legs from too large a share in impacted breech causation, for example when 
there is also a large child or a contracted pelvis. 
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To return again to the anatomical features of breech with extended legs, 
admitting that the extended legs diminish lateri-flexion of the trunk during 
labour, attention must be paid to the part played by foetal spinal flexion ; 
when the foetal hips are flexed and raised the lumbar spine is also flexed 
and brought down. This is an item of importance in the mechanism of 
labour. Spinal flexion interferes with or delays rotation in all cases but 
more specially so in sacro-posterior cases where the bi-trochanteric diameter 
is across the outlet and the extended legs are held, rigidly packed, at the 
back of the pubis whilst the puffy genital tumour is protruding or visible 
at the vulva. Under general anesthesia traction on the groin beyond a 
mild or moderate force is dangerous : traction alone, like other endeavours, 
may be too cramped and too partial in its purpose; with average labour 
factors before him the obstetrician can partly undo by hand the spinal 
flexion and in sacro-posterior cases axially rotate the foetal breech into a 
sacro-anterior position for spontaneous or mildly-aided expulsion. 

Without selective effort but with an ample sufficiency for comparison I 
collected at random five text-book illustrations. The five text-book illus- 
trations do not reproduce the relations of the primary foetal attitude with 
extended legs. These illustrations are consistent only with the secondary 
extension of the legs compiled from original or borrowed reconstruction of 
anatomical relations gathered from clinical observation at labour 
attendances. These reconstructions have to be checked or controlled by 
the actual demonstration of anatomical facts. 

The trend of modern evidence has been to increase by earlier, more 
thorough and more exact clinical recognition, the number of cases of 
primary extension of the legs. Hence the relation of the primary attitude 
of the foetus with extended legs illustrated to-day become increasingly 
important facts of obstetrical applied anatomy. In my own practice and 
experience these relative facts have been proved and re-proved. 


A meeting of the Society was held at Liverpool on Friday, March 14, 
1924, the President, Professor A. DONALD, in the chair. 


One new member was elected. Many visitors were present. 

Proessor BLAIR BELL showed a foetus peromelus, in which all four limbs 
were mutilated, the portions below the knee and elbow joints being almost 
entirely absent. The rest of the skeleton, as shown by radiography, was 
normal. The cord was only 7} inches in length, and the ratio of the weight 
of the foetus to the weight of the placenta was 2 to 1. The foetus, supposed 
to be full term, was macerated and was expelled together with the placenta. 
There was no amniotic band, nor was there any evidence of chorionic disease 
or of ectochorionic development. 

Mrs. DosBin CRAWFORD (Liverpool) showed a specimen of interstitial 
pregnancy lent by Dr. T. St. John Barry of Wallasey. 

Mrs. H., aged 31, had a family of four healthy boys, aged 12, 10, and 8. 
Four years ago a miscarriage at the sixth month was followed by puerperal 
fever which kept her in bed for six weeks. In March, 1923, she had what 
she thought was an abortion, having missed two periods. Thereafter her 
periods were profuse with clots but absolutely regular, cycle 4/28, until her 
operation, On August roth a normal menstrual period began and lasted 
five days. On the 23rd at midnight she was seized with severe pain in the 
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lower abdomen, accompanied by palpitation and sickness. The attack 
lasted about four hours and then the pain eased off. There was no hzemor- 
rhage. On August 29th the patient was admitted to hospital with a 
temperature of 1o1° and signs of a localized peritonitis, but without having 
had any hemorrhage or 1eturn of the abdominal pain. Dr. Barry operated 
the following day. On opening the abdomen a mass of gut and omentum 
was found filling the pelvis, adherent to the fundus of the uterus and to the 
left appendage. In separating these large quantities of pus escaped and a 
perforation of the fundus was seen. At this stage it was thought possible 
that the condition was due to a criminal abortion. A partial hysterectomy 
was done with removal of the left appendage and a mass of adherent 
omentum. The right tube and ovary were normal and the appendix was 
not involved. On examining the specimen it was found that the perforation 
led, not into the uterine cavity, but into a large cavity in the uterine wall 
in the region of the left cornu, occupied by a mole measuring 4x4} cms. 
The patient made a good recovery and left hospital in five weeks. Since 
then she had menstruated regularly with a cycle 2/28 and was now in 
excellent health. 

The interstitial pregnancy must have occurred in the January and 
February (the two missed periods). In March the ovum died and the 
decidual cast was expelled. The gestation cavity later became infected, 
either from dormant infection in the tube or from adherent intestine, giving 
tise to negligible symptoms until the abscess perforated the fundus on 
August 23rd. Apart from the fact that interstitial pregnancies form about 
3 per cent. of all tubal pregnancies, the points of interest were the long 
retention of the mole in the uterine wall and the extreme difficulty of 
diagnosis. Dr. Barry was to be congratulated upon his very successful 
treatment of the case. 

Professor BLAIR BELL showed a Hydatidiform mole retained in the uterus 
for ten months. The specimen weighed only 65 grammes. Amenorrhcea 
had existed for the whole period of ten months during which the mole was 
retained, except for a slight show on one day in the middle of the period. 
He demonstrated the fact that a condition similar to that seen in blood 
moles, in which the villi were normal, had occurred in connexion with 
hydatidiform degeneration of the villi. The whole constituted a blood and 
hydatidiform mole, with the signs and symptoms associated with a blood 
mole. This was probably the condition present in all cases in which there 
was prolonged retention of a hydatidiform mole. 

The discussion on Professor GLYNN’s paper on pulmonary embolism and 
primary pulmonary thrombosis, postponed from the January meeting, was 
opened by Professor BLAIR BELL, who stated that this question was of special 
interest to gynzecologists, since in their clinics throughout the world this 
disaster had occurred more often than in the clinics of general surgeons. 
Professor Glynn would, however, be the first to deny that the idea of 
primary pulmonary thrombosis was a new one. It had frequently been 
discussed during the last fifty years, during which time there had been 
much division of opinion not only as to whether primary thrombosis in the 
pulmonary artery was commoner than embolism of the vessel, but also 
concerning the relation of thrombosis in the systemic veins to clots in the 
pulmonary vessels, and, moreover, whether clotting in the pulmonary artery 
was centripetal or the reverse. Nevertheless, Professor Glynn’s name 
would always be associated with the pathology of the subject because he 
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had based his views on strict pathological investigation, a method not 
adopted by the earlier writers. Professor Blair Bell thought the main 
pathological contentions submitted by Professor Glynn could hardly be 
controverted. Professor Glynn stated that he had performed 35 consecutive 
autopsies on cases of pulmonary embolus and thrombosis, and in 30 (85 per 
cent.) of these he had found that the fatal lesion was primary pulmonary 
thrombosis. He adduced as evidence of primary thrombosis not only the 
presence of blood clots, which might be found in all lobes of both lungs, 
but also proof that they were of ante-mortem formation, for age changes, 
such as deposition of blood pigment, had been demonstrated in nearly all, 
and commencing organization found in the clot in one-third of the 
specimens—conditions that could not possibly have developed in the few 
minutes generally supervening between the onset of the lethal seizure and 
death. The question of the comparatively rare pulmonary embolus did not 
require special consideration, for the cause and mechanism were easily 
understood. The discussion of Professor Glynn’s paper really centred on 
the problem of the causes and prevention of primary pulmonary thrombosis, 
and it was probable that the greater frequency of this condition after 
gynecological operations was attributable to two causes: (a) injury to 
large veins; (b) proximity of large vessels to septic foci. Injuries might 
be produced in several ways, the chief of which were the temporary applica- 
tion of compression forceps to big vessels like the ovarian, and the stripping 
free of large veins from the surrounding tissues, in which circumstances 
actual clotting or preclotting changes might more readily be produced in 
the blood contained within the lumen of the vein. The second factor was 
no less important, since the proximity of large vessels to a septic area was 
conducive to changes in the blood stream by the passage of toxins or 
organisms through the vessel walls. If the sepsis were severe actual 
thrombosis might occur in the pelvic veins, in which case a pulmonary 
embolus was a contingency to be remembered and avoided by suitable 
measures, such as rest. If the sepsis were mild local thrombosis did not 
occur, but the toxins which reached the blood stream were predisposing 
factors of pulmonary thrombosis. Professor Blair Bell next classified the 
other predisposing or determining factors of primary pulmonary throm- 
bosis in the following groups: (1) Abnormalities in the blood before 
operation. Bacterial toxcemias, toxeemias due to malignant disease, and 
anzemia from loss of blood might all, in one way or another, lead to condi- 
tions in the blood favouring clotting. In addition, loss of water from the 
tissues of the body by excessive pre-operative purging must be considered 
a definitely predisposing cause. (2) Abnormalities in the blood after 
operation. After operation the changes in the blood that predisposed to 
clotting were due to loss of fluid from the tissues and the effects of 
anesthesia. The latter produced in the blood changes that favoured intra- 
vascular clotting. Many years ago Professor Blair Bell had found that in 
vitro chloroform produced hemolysis much more readily than ether; and 
he had no reason to doubt that the same might occur in vivo. Acidosis 
also, which often supervened on anzesthesia, was a state favouring clotting 
of blood. Deficient oxygenation, the result of inactivity during convales- 
cence, was a factor of the greatest moment. (3) Abnormalities in the rate 
and force of the flow of blood after operation. During convalescence, with 
the patient bedridden, all mental and physical incitements to a rapid flow 
of blood, an increase in the blood pressure and a high degree of oxygenation 
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of the blood, were reduced to a minimum. How important as determining 
factors of intravascular clotting the resulting alterations might be would 
have been realized from Professor Glyni’s remarks about the statistics of 
Proiessor Blair Bell’s own cases. Nevertheless, as endeavour had been 
made to eliminate as far as possible all predisposing and determining 
causes, for in regard to intravascular clotting absolute safety could only 
be obtained by the abolition of all possible influences, and not only of one 
or two. 

The various procedures which assisted in preventing the terrible catas- 
trophe were therefore summarized. (1) Preoperative precautions. In cases, 
especially of fipromyomata, in which the patient was very anzemic, blood 
transfusion shduld be practised immediately prior to operation.: Pre- 
operative purging and starvation were quite unnecessary, and robbed the 
patient of fluid from the tissues. In operations planned in connexion with 
malignant disease, blood transfusion might greatly improve the state of 
the patient’s blood. In septic cases operation should be delayed, if there 
was no danger to life, until some immunity in the patient had been estab- 
lished. (2) Operative methods. In connexion with the operation itself, 
care should be taken as far as possible to avoid stripping bare the great 
veins on the wall of the pelvis. Clamps should not be placed on large 
vessels, such as ovarian, prior to ligation; they should be tied cleanly, 
and then divided. This was specially important in hysterectomy for 
fibromyomata. In dealing with torsion of the pedicle of an ovarian tumour 
in which thrombosis had already occurred, the ovarian vessels should be 
tied as high as possible, and not merely at the site of the twisted pedicle. 
Septic areas in which organisms were alive should be drained: it was a 
wise ‘procedure to drain all pelvic abscesses not enclosed in the uterus, 
tubes, or ovaries, which could be removed. Loss of fluid was prevented by 
careful haemostasis, and by avoidance of the undue exposure of the 
peritoneal surface. (3) Post-operative care. With regard to post-operative 
measures designed to lessen the risk of pulmonary thrombosis, a few only 
could be mentioned. Loss of fluid, which was to some extent unavoidable 
during an abdominal operation, was made good by rectal salines, to which 
glucose had been added to reduce the condition of acidosis that followed the 
administration of all anzesthetics, but more especially chloroform, which 
was still used by some. Fluid and food by the mouth should be given soon 
after operation. Intestinal distension, which impaired the movements of 
the diaphragm, could be effectually treated by the use of infundibular 
extract followed by turpentine enemata. The blood pressure could be 
raised, if necessary, with infundibular extract. Finally, the use of systematic 
exercises accompanied by deep breathing were of the highest value in the 
prevention of pulmonary thrombosis. Since the adoption in January, 1916, 
of these, only one patient in the gynecological wards at the Royal Infirmary 
and one in private practice had been lost from pulmonary thrombosis. The 
first, a much blanched patient with organic heart disease, died ten days 
after hysterectomy for fibromyoma. The sister in charge decided, on her 
own initiative, that the patient was not strong enough to practise move- 
ments. The other patient died on the fifth day after operation, and there 
was some doubt whether she also was not considered by the sister in charge 
too ill to perform the exercises—-in fact, it was almost certain that she did 
not do them. Naturally in the presence of thrombosis in the pelvic and 
femoral veins, exercises should not be practised, lest an embolus be 
detached, but deep breathing should be employed. 
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From what had been said it would be realized that modern surgical 
practice included many, if not most, of the preventive methods emphasized, 
and this might have accounted for the fact that death from pulmonary 
thrombosis was not so common as formerly, when patients were purged, 
chloroformed, and subsequently starved. Nevertheless, the statistics of 
Professor Glynn showed that the exercises first described in detail by 
Professor Blair Bell in the third edition of his ‘‘ Principles of Gynzecology ” 
(1919), and employed since January, 1916, had reduced the gynecological 
wards at the Royal Infirmary from the head of the list in regard to both 
the number and the percentage of deaths from pulmonary thrombosis to 
the bottom. Methods that had effected such an improvement over a period 
of eight years could not be lightly criticized. 

Professor BriIGGs (Liverpool) said that close co-operation between the 
general pathologist and gynecologist cemented the foothold in the steps 
from shock to sepsis and onwards over “ heart-clot’”? to sepsis and 
pulmonary stasis. Many general pathologists had found it difficult to 
believe that the uterus and the pelvis were often surgically clean, although 
they admitted that pus tubes were sterile in quite half the cases; they, like 
the gynecologists, were still unable to give the cause of death from 
pyosalpinx if left alone. Physical exercises were not likely to be despised. 
He asked whether the primary pulmonary thrombosis was derived from a 
local lung infection. It was insufficient to adopt the ten- or twelve-day 
limits in considering sudden death with clinically identical features before 
and after operation: early and remotely in relation to operation these 
surprises had not yet been fully explained by the general pathologists ; 
extraneous explanations by operators were too prone to be looked upon as 
inventions—that is, if made after operations. In a case of fibroid tunfour or 
or a pyosalpinx awaiting operation, embolism or primary pulmonary 
thrombosis surely might have arisen then rather than ten days after 
operation, and in either case anatomical proof might be lacking. The path 
based on necropsy findings was larger than the older one of “‘ heart-clot ” 
or embolism. 

Mr. K. W. Monsarrat (Liverpool) thought that pulmonary embolism 
and primary pulmonary thrombosis should be considered separately. He 
believed that pulmonary embolism was usually due to the detachment of 
clot in wounds not sterile. With regard to pulmonary thrombosis he 
considered an explanation had not yet been given of the tendency to the 
formation of the clot in the pulmonary artery; in his opinion it was 
probably related to a variety of conditions in the lung which tended to 
chronic stasis in the pulmonary circulation—as, for example, post-anzesthetic 
bronchitis. He had found that ammonium carbonate was of some value as 
a prophylactic. 

Miss IveNs (Liverpool) had had five cases of sudden death in a series of 
2,500 cases of abdominal section. In one case of death on the eighth day 
the necropsy revealed as a cause only a much enlarged thymus. In the 
second, a robust young lady of 25, with a gangrenous appendix, death 
occurred as she stepped out of bed on the 14th day. In the third, an 
elderly lady with prolapse two small fibroids and a chronic appendix, 
death occurred suddenly on the ninth evening after operation. In the 
fourth, an anemic woman of 37 with uterine fibrosis and infected cervix, 
death occurred nine days after a panhysterectomy. In all these cases the 
temperature chart and pulse rate were normal, but sepsis could not be 
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excluded. Two were private cases and post-mortem examinations were 
unobtainable. In the fifth, a married woman of 30, a right tarry ovarian 
cyst had been removed. A subnormal temperature was noted on the 
seventh day, with normal pulse. On the ninth day, in the early morning 
after an action of the bowels, intense pain in the back occurred, and the 
patient became livid with rapid thready pulse. A violet colouration 
appeared over the abdomen and thorax, and death took place in four hours, 
consciousness persisting almost to the end. Miss Ivens thought it possible 
that in this case thrombosis had spread up from the ovarian veins, induced 
perhaps by toxins absorbed from the ruptured tarry cyst. The bacterio- 
logical findings were negative, but no necropsy could be made. Miss Ivens 
stated that in none of her cases had exercises or massage been advised. 
She attached importance in prophylaxis to an aseptic technique, to the 
avoidance of bruising of the tissues, and to the dilution and diminution of 
toxins, whether bacterial or the products of tissue death, which tended to 
cause vascular degeneration. 

Mr. FRANK JEANS (Liverpool) speaking from the point of view of the 
general surgeon, said that two factors were important in the production of 
the condition: (a) Slight (not severe) sepsis. He had known pulmonary 
thrombosis to occur after a breast operation in which a serous effusion 
had been aspirated on the eighth day and proved sterile on culture—a 
severe test of asepsis—but one which did not preclude a minute infection. 
(b) Lack of movement on the part of the patient. His impression was that 
the condition always occurred in the case of the placid patient : patients 
who got excited and waved their arms and got out of bed did not get 
thrombosis. For this reason he favoured exercise and agreed with Professor 
Blair Bell. 

Mr. WRIGLEY (Manchester) had had a few unexepected and sudden deaths 
following operation which had been attributed to pulmonary embolism, but 
for various reasons post-mortem examination had not been possible. 
Thirteen years ago he operated on a middle-aged woman for extensive 
varicose veins in the leg; a few hours after the operation she sat up in bed, 
became very dyspnoeic, and died in a few minutes. This he regarded at 
the time and still believed to be a pulmonary embolism. In several other 
cases on or about the tenth day following laparotomy the patient had 
suddenly complained of pain in the chest with great difficulty in breathing, 
followed by hemoptysis. The symptoms had persisted for a few days, 
gradually lessening and finally disappearing. These symptoms he believed 
to be due to thrombosis in the systemic circulation resulting in minute 
emboli in the lungs. His house surgeon at the Manchester Royal Infirmary 
had taken considerable pains to investigate post-mortem records of the 
Infirmary for the past five years. During that period nine patients had 
died after operation, and in each case death was attributed to pulmonary 
embolism. Full details of the clinical features of these cases were not 
available, but in all of them the operation wound was stated to be nearly 
healed, so that some days at least must have elapsed between the day of 
operation and death. In six of these cases the necropsy had revealed 
thrombosis either of the main pulmonary artery or of one or both of its 
branches. In the three other cases post-mortem examination showed acute 
dilatation of the heart and in no case was there an embolism, which bore 
out Professor Glynn’s statement that primary thrombosis of the pulmonary 
artery was much more common than embolism. It had been suggested that 
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pulmonary embolism and thrombosis were due to two chief factors: mild 
sepsis and pulmonary stasis. If mild sepsis was an important factor, why 
was it more usual to get thrombosis or embolism after operations on the 
pelvis and abdomen, and so rarely after operations on the head, neck, and 
arms, unless this sepsis was due to some organism which normally inhabited 
only the abdomen, such as the bacillus coli? If due to pulmonary stasis, 
why did it not more frequently follow operation such as radical amputation 
of the breast, where one side of the chest must have its movements 
impaired? On the other hand after abdominal operations one would expect 
thoracic breathing to be much exaggerated. He thought there must be 
many other factors at work as well as these two. He had never ordered 
routine exercises for patients, but had encouraged them to move and to 
change their position from the day of the operation, with the idea of 
preventing bronchitis and pneumonia. Professor Blair Bell suggested that 
one predisposing cause might be the stripping of large veins in the pelvis, 
but if this was the case why was it not more frequent after operations for 
removal of malignant glands from the neck and the axilla, where the large 
venous trunks were dissected free from their sheath for a distance of some 
inches 

Dr. FLETCHER SHAW discussed one factor in the production of thrombosis 
which previous speakers had overlooked—namely, anemia from long- 
continued haemorrhage. He had had three cases of sudden death attributed 
to embolism or thrombosis, all following hysterectomy for fibroids. Two 
of these occurred within a few weeks of each other, and the shock had 
caused him to investigate the matter fully. In two years he had performed 
hysterectomy for fibroids on 135 patients, and five of these were noted as 
suffering so severely from the effect of hemorrhage that they were kept 
under treatment for some time before operation was undertaken. Of these 
five anzemic patients three died—two from embolism or thrombosis, and 
one from heart failure ; while amongst the other 130 patients there was only 
one death, and that from acute nephritis which probably had nothing to 
do with the operation. He thought this profound an-emia before operation 
should be emphasized as a contributory factor in the production of 
thrombosis. 

The PRESIDENT was in full agreement with Dr. Fletcher Shaw in attri- 
buting great importance to profound anzemia as a contributory cause of 
thrombosis. From the records of 830 abdominal operations in his nursing 
home, he had found that three patients had died as the result of thrombosis 
or embolism. In each case the operation was for a large fibroid tumour, and 
all the patients were profoundly anemic. He thought that in every case 
of thrombosis there was some infection or toxaemia, and yet the curious 
fact remained that thrombosis seemed rarely to occur in cases of acute pelvic 
abscess. He had never seen it following operation for pyosalpinx or 
abscess of the ovary. The organism must be of a type which favoured 
clotting of the blood. He thought that in most of these very anzmic 
patients with fibroid tumours there was a certain amount of toxzemia. The 
essential point in the prevention of these cases was the most scrupulous, 
and even exaggerated, attention to aseptic technique in all tumours 
associated with much hemorrhage. He felt sure that the cases were not 
nearly so common in recent years as they had been. Blood stasis might 
have some effect, but it only played quite a secondary part. 

Dr. M. J. COHEN believed that sepsis was the main factor in the causation 
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of pulmonary thrombosis. In 22 cases investigated at the Thompson Yates 
Laboratories, 11 showed definite sepsis at site of operation; in 11 cases 
where weight of spleen was noted the average was 7 ounces, as compared 
with the normal 4 to 5 ounces. In 18 cases bacteria were demonstrated in 
systemic or pulmonary clots, or in the lungs; in some they were found in 
all three places, and in 11 of these cases streptococci were prominent. Pre- 
existing lung lesions such as emphysema, recent or old pleurisy, or 
quiescent tubercle were demonstrated in 16 cases. The temperature charts 
in all cases showed abnormalities, although in several the temperature was 
but slightly raised. The reason why thrombosis was commoner in the 
pulmonary than in the other arteries appeared to be the fact that although 
the pulmonary artery was such by name and structure, yet it functioned as 
a vein. The blood conveyed was of a more venous character than in any 
vein in the body. It was rich in carbon dioxide, in septic products, and in 
products of disintegrating tumours if sepsis or neoplasm was present; it 
was also rich in kinase if thrombokinase was liberated in the tissues. All 
these were potent factors in the formation of a thrombus. 

Professor ERNEST GLYNN was glad there had been such an interesting 
discussion. He admitted that there were other factors predisposing to 
primary pulmonary thrombosis besides mild sepsis and pulmonary stasis ; 
increased coagulability of the blood following the haemorrhage was one of 
them. This partly explained why thrombosis was so frequent after 
abdominal hysterectomy for fibroids. The anesthetic given at the 
operation might possibly be a predisposing factor and Dr. Morris Cohen 
proposed to study this point. Bacteriological investigations conclusively 
demonstrated that when an organism was found in cases of embolism or 
thrombosis it was usually a non-haemolytic streptococcus and not bacillus 
coli. 

In conclusion he admitted that the problem of the relative frequency of 
“sudden death’? from pulmonary embolism or primary pulmonary 
thrombosis, and the causes of the latter was an exceedingly difficult one. 
He hoped, however, to publish shortly full details of his cases so that 
members could pronounce judgment on the evidence themselves. He 
himself was convinced after studying the problem for nearly twenty years, 
that primary pulmonary thrombosis was the more frequent of the two. It 
was very probable on general pathological grounds that pulmonary stasis 
was one of the main predisposing factors. He was also convinced that the 
risk of this occurring after operations could be diminished by passive and 
active exercise including deep breathing, a practice which would help to 
prevent the greatest of surgical tragedies. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAT, 
SOCIETY. 
A meeting of the Society was held at Leeds on April 11, 1924. 
Prof. O. Crort in the chair, 

Dr. D. DovuGa (Manchester) showed a specimen of Primary chorion- 
epithelioma of the ovary, which appears on p. 387 in this number of the 
Journal. 

Dr. J. W. Burns (Liverpool) read a case of Tuberculous salpingo- 
odphoritis showing (?) ectopic gestation. 
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M.J., eet. 26; married two years; no pregnancies. Menstruation 13/4/28, 
no dysmenorrhcea; no leucorrhcea. 

Previous history : Four years ago was confined to bed for three or four 
weeks with abdominal trouble which was supposed to be appendicitis. No 
operation was performed. 

The patient first came under my observation in November, 1923, and she 
then complained of pain in the lower half of the abdomen and occasional 
attacks of vomiting. She also complained of bleeding and irregularity of 
the menstrual periods. The periods in July and August were missed, 
bleeding started in September and kept on for three weeks, then stopped 
for five days. Since then she has had attacks of bleeding at irregular 
intervals. 

Condition on examination: Abdomen--Tenderness over the lower half, 
no tumour formation felt. Bimanual—Small amount of dark blood in 
vagina ; cervix small, looking forward ; body of uterus small and retroposed. 
Right appendage swelling very tender and fixed; left appendage also 
slightly enlarged and fixed. 

Operation, 3/12/23. Seen. On opening the peritoneum the 
intestines were seen to be covered with miliary tubercles, and there was a 
small amount of blood-stained fluid in the peritoneal cavity. The uterus 
was quite small and retroposed. To the right of the uterus was a mass 
composed of the Fallopian tube, ovary and blood-clot. The left tube and 
ovary were adherent to one another and to the back of the broad ligament. 
Both appendages were removed and the abdomen closed without drainage. 

The specimens show :—-Right appendage.—Tube and ovary matted 
together and covered on the posterior surface with blood clot. The fimbrize 
have disappeared and the free end of the tube is firmly adherent to the 
ovary. Small miliary tubercles can be seen on the peritoneal surface. The 
cut surface shows the tube to be almost solid and the ovary cvstic, This 
specimen in the fresh state showed the typical appearance of an ectopic 
gestation. The left appendage showed a similar appearance except for the 
blood clot. 

Microscopic Report :—Right tube.—Endosalpinx shows chronic inflam- 
matory changes and giant cells; tube walls show areas of necrosis, inflam- 
matory cells, and giant cells. Blood-clot contains areas which, from their 
cellular elements, appear to be degenerated chorionic villi. Right ovary 
shows few cysts, portion adjacent to the tube shows necrosis, some inflam- 
matory cells and giant cells. Left tube shows tuberculous salpingitis. 

Mr. LEYLAND Ropinson (Liverpool) described six operations he had 
performed for the repair of a vesico-vaginal fistula as an illustration of 
certain technical difficulties that may arise from the presence of dense 
fibrous tissue in such cases :— 

(1) The contractions of old fibrous tissue will readily dislocate surgical 
landmarks and expose healthy structures, such as the ureter, to 
operative injury. 

(2) Fixation of the fistula to bone may render the field of operation 
inaccessible and even invisible. 

(3) Fibrosis affecting the bladder thickens its wall and diminishes its 
capacity, making examination difficult and cystoscopy impossible. 

(4) The edges of an opening surrounded by scar tissue become rigid 
and avascular and are not only poorly nourished but difficult to 
approximate without tension. 
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The patient was a primipara of 21 who first came to hospital six months 
after delivery with a fistula of obstetric origin. Preliminary examination 
was made under anesthesia. There was an almost complete tear of the 
perineum and the vagina was cicatricial and scarred particularly in the left 
lateral fornix and vaginal roof. The bladder was completely empty and 
functionless with urine constantly dribbling from an invisible opening 
high up in the left fornix closely adherent to the upper margin of the pubic 
ramus. The use of the vaginal route for repair appeared to be contra- 
indicated by these conditions. 


Operation 1. Abdominal intraperitoneal method of access. The fistula 
was approached through the utero-vesical pouch but dissection was ham- 
pered by the fibrosis and fixation of the bladder and left broad ligament. 

Although the possibility of disturbed surgical relationships was recog- 
nized the displaced left ureter was accidentally cut. Ureteric implantation 
was successfully carried out, but the attempt at closing the fistula itself 
had little effect on the incontinence, although the patient began to pass 
urine voluntarily for the first time since the original injury. 


Operation 2. Vaginal route-flap method attempted without success. 


Operation 3. Vaginal route again employed, and although the leak 
persisted the capacity of the bladder was definitely increased. 


Operation 4. Abdominal route—extraperitoneal approach. This method 
gave better access but introduced a fresh difficulty. The bladder wall was 
so fibrotic and so closely adherent to the pubic ramus as to be more easily 
torn than separated; this converted the extraperitoneal method into an 
intravesical one but was an advantage in so far that the fistulous opening 
could be easily defined and the flaps united without tension. The freshened 
edges of the bladder wall were noticeably avascular, and incontinence 
reappeared after the removal of the self-retaining catheter. 


Operation 5. Vaginal route: access from below was much easier and 
flaps were cut and freed as widely as possible and sutured with silk (catgut 
only was used for the other five operations). This operation cured the 
bladder. leak but was followed by ureteric fistula, probably the result of 
injury during operation 5. This second injury was due, like the first, to 
the presence of scar tissue which not only prevented the recognition of 
anatomical details but fixed the field of operation in a dangerously inacces- 
sible position. 

Operation 6. Preliminary cystoscopy having confirmed the absence of 
an active ureteric orifice the left ureter was defined, freed and reimplanted 
into the bladder. 

The patient made a satisfactory recovery, and has now an intact bladder 
and two functional ureteric orifices. 


Dr. FLETCHER SHAW (Manchester) reported a case of Perineal Haematoma 
during labour. The patient was a primigravida, 39 years of age, and the 
hematoma was first noticed soon after labour commenced. It rapidly 
increased in size and when he was called in to see her it had formed a large 
swelling all over the perineum, up both sides of the vulva and into the 
recto-vaginal septum. It formed such a large tumour that he advised 
Cresarean section. There was slight albuminuria present. The patient did 
quite well for two days after the operation and then the intestines gradually 
became more and more paralyzed and the patient died on the fifth day, 
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Dr. McGrEGOR Younc (Leeds) gave a report on Blood transfusion for 
post-partum hemorrhage at the Leeds Maternity Hospital where the 
patients presented all the appearance, signs and symptoms of impending 
death. Intravenous saline and gum solution had been tried without 
improvement or with relapse. Four cases were placenta preevia, one 
accidental ante-partum, one hydatid mole, and one abortion. All recovered : 
in 3 cases the improvement was immediate; in 4 cases after 2 hours. All 
were correctly grouped except one case where extreme urgency prevented 
but which did well. All the cases complained during transfusion of pre- 
cordial oppression, fullness in the head and neck. There was laboured 
breathing and cyanosis. On the other hand no excruciating lumbar pains, 
no abnormal dropping of the pulse-rate, no high fever followed and no 
heematuria, these latter being the signs of agglutination and hemolysis 
from incorrect grouping. The probability is that the rate of transfusion 
was too rapid for unfilled veins, and the empty right side of the heart, 
although usually 25 minutes was taken to transfuse a pint. Citrate of 
soda was used, about 4 ounces of a 2 per cent. solution to the pint. A 
much prompter resort to blood transfusion is to be advocated where a donor 
can be found. Most of the disasters are due to delay. 

Dr. McGREGOR YOUNG gave a report on 1,000 consecutive deliveries 
examined on the 12th day after labour at the Leeds Maternity Hospital 
with a view to malposition of the uterus. Retroversion was found in 50 
cases, i.e., 5 per cent. No pessary was inserted, nothing was done and the 
patients were discharged without remarks. Most of these attended at 
intervals later. At the end of six months these 50 cases were asked to 
attend and 32 came for re-examination. Of these 32 retroversions 30 were 
found normal and anteverted, i.e., 93.7 per cent. Two only remained retro- 
verted, one from cause not apparent, the other from several fibroids in the 
posterior wall of the uterus. Cause for the puerperal retroversions was 
sought, but in 21 cases nothing apparent was found, the puerperium having 
been perfectly normal. In six cases there had been sapreemia of mild type, 
in three cases placenta praevia, and in two cases severe post-partum 
heemorrhage. This report was thought to be of interest in view of, firstly, 
that it is a common routine to insert pessaries for puerperal retroversion in 
most maternity hospitals, and secondly, that it is the common teaching in 
most text-books that such treatment is the correct procedure. 

Dr. FLETCHER SHAW said he had listened with the greatest interest to 
this paper which was another “ nail in the coffin” of the old shibboleth 
that retroflexion was the ‘‘ be all, end all” of gynecology. Donald of 
Manchester was the first to raise the standard of revolt against this 
teaching, and largely due to his influence and teaching the Manchester 
School had long taken the attitude that mobile retroflexion seldom, if ever, 
produced symptoms, and if a uterus involuted into a position of retro- 
flexion, apart from some inflammatory condition, in all probability that 
uterus was only reverting to its original and natural position. Not for 
twenty years, and he could not say how long before that, had women been 
examined to ascertain the position of the uterus before leaving the maternity 
department of St. Mary’s Hospital, and if a uterus was accidentally found 
to be retroverted it was left alone. Dr. McGregor Young’s contribution 
was most valuable in showing that the uterus naturally resumed its normal 
position as it regained its tone if it was not interfered with by the presence 
of unnatural and unnecessary instruments, 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, February 
15th, 1924, the President, Dr. Louis Cassipy, in the Chair. 


Dr. R. E. TOTTENHAM read a paper on Puerperal sepsis. 


Dr. G. W. THEOBALD and Dr. T. W. BiGGER read a paper on a method of 
sterilizing gloves without boiling or without submitting them to the auto- 
clave. It was pointed out that surgeons have now recognized that it is 
impossible to sterilize the skin of the hands, and that attempts to do so 
either by prolonged washing or by the use of antiseptics damage the skin. 
Dr. Theobald advised the simple washing of the hands to remove gross dirt, 
and then the use of rubber gloves that had been sterilized by antiseptic 
solution. 


The PRESIDENT said that he had thought if all medical practitioners, and 
not only practitioners, but also all connected with medicine, nurses and 
medical students, could go through training in the methods described by 
Dr. Theobald, and work as conscientiously as he did, that then the results 
achieved would be as good as the ones got by Dr. Theobald, but he (the 
President) thought it would be difficult to train them in this way. He felt 
that Dr. Theobald rather scorned the methods which had been in effect for 
generations, and he personally would be rather disinclined to recommend as 
a general procedure the methods described by Dr. Theobald, until they had 
been longer in use. If the rule was laid down that by just dipping one’s 
hands into a little spirit one got them perfectly clean he thought it might 
prove very dangerous, and as a method to be taught all over the werld, and 
taken up by all and sundry, he felt that Dr. Theobald’s doctrine was a 
pernicious one, and one which he could not support. In fact, in the light 
of his personal knowledge, he regarded Dr. Theobald’s doctrine as one 
which it would be necessary to condemn. 


Dr. PEARSON said that as long as the world went on one would meet with 
nurses who were dirty, and also medical students, and he was of opinion 
that if one was not born with the aseptic instinct one would never acquire 

_ it, and therefore he felt that it would be better to stick to the rules now 

laid down regarding sterilization of hands and everything else, than to adopt 

Dr. Theobald’s method, although his (Dr. Theobald’s) communication bore 

out in a scientific manner many points which he personally had always felt 

the truth of. During the war he had been in charge of a hospital in which 
there were about 1,000 surgical beds, and he never had his gloves boiled, he 
just got them washed and cleaned and powder put inside them at the end 
of the day. He put them on, after washing his hands thoroughly, at the 
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beginning of the morning, and he kept them on all the morning. He quite 
agreed with Dr. Theobald when he condemned the use of a hard nail brush 
when washing the hands before operating. When visiting the Mayo clinic 
about fourteen years ago he had noticed that nail brushes were never used, 
and since then he personally had never used one. He also agreed with 
Dr. Theobald that washing the hands in ordinary soap and water was only 
for the purpose of removing social dirt, and need not be prolonged, although 
he knew that in some hospitals the rule was that students must wash their 
hands for five minutes before assisting at an operation. He thought it 
unwise to dip the hands in methylated spirit because this was liable to 
produce dermatitis. He agreed with the President that Dr. Theobald’s 
doctrine would be a dangerous one to spread far and wide, and he thought 
it should always be remembered that the personal element could never be 
eliminated. 


Dr. BETHEL SOLOMONS said that while the essayists had brought forward 
some very important points he was not inclined at present to favour the 
adoption of such sweeping changes. The surgeon who did not wear cap and 
mask might get good results, but apparently small extra precautions made 
for a better average. The cost of dry sterilization had been advanced as an 
argument for this change in technique, but cost should not interfere with 
efficiency. The most important points raised by Dr. Theobald were absten- 
tion and social cleanliness, and these were matters for the individual: it 
was more difficult for the surgeon with soft hands to keep his hands smooth 
than for the horny-handed. Did the essayists suggest that gloves should 
be worn at all times? 

Some years ago Gray of Aberdeen advocated wearing white cotton gloves 
for protection. Unless something of this sort were done the operator 
following Dr. Theobald’s method might soil his hands opening doors or 
even attending to his person. 

He was astonished to hear the advice given to go from a post-mortem, 
or from a patient affected with gonorrhoea, to examine the patient in the 
labour ward with the same glove. 

The real root of the matter lay in teaching students the principles and 
practice of asepsis in all detail, and to follow the accepted ritual which had 
stood the practical test for many years. 


Dr. QuIN said that he believed the crux of the problem of puerperal 
sepsis was haemolytic streptococcus. When the cause of this had been 
traced, and it had been altogether done away with, then he felt that 
puerperal sepsis also would be done away with. More experiments were 
needed to find out those suffering from haemolytic sepsis. He knew of a 
patient who came into hospital affected with haemolytic streptococcus, and 
was under observation for some days before the exact nature of the trouble 
was discovered. Other patients came in contact with her and many of them 
also developed the infection, and some of them died. The sister of this 
patient had died some months previously from an acute haemolytic strepto- 
coccus infection. He felt confident that the man who made vaginal and 
rectal examinations and did not wear gloves would not get such good 
results from surgery as the man who did wear gloves. Until it was shown 
that all possible sources of error could be eliminated he did not think that 
Dr. Theobald’s method should be adopted. 
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Sir WILLIAM SMYLY said that in connexion with puerperal sepsis the 
question was where did the bacteria which caused puerperal fever come 
from? In Vienna it had been proved that the bacteria certainly came from 
human bodies. He personally was appointed Master of the Rotunda 
Hospital in the middle of an epidemic of puerperal sepsis, when there were 
eight very bad cases, and during most of his first year there he was trying 
to fight this epidemic. He forbade all vaginal examinations amongst other 
measures in endeavouring to stop the epidemic. Some months later he 
found that an assistant who was giving a course in operative midwifery, 
had preserved foetuses, and that as the method adopted for making these 
aseptic was altogether inefficient, he came to the conclusion that the 
epidemic was due to septic fetuses. Some years later there was another 
epidemic of sepsis in the then new Gynzecological Hospital at the Rotunda. 
He (Sir W. Smyly) thought it must be due to something in the operating 
theatre, and he found afterwards that one of the assistants was a very keen 
pathologist, and he attributed the epidemic altogether to his researches in 
pathology. He always scrubbed his hands well before he put on his gloves, 
but he was of opinion that the only course for a man to follow was to do 
what he conscientiously thought right, and the best thing to do, and to 


leave the demonstration of new methods to those who absolutely believed 
in them. 


Dr. ROWLETTE said that Dr. Tottenham’s history of puerperal sepsis was 
of very great interest. He thought that there was a great deal to be learned 
from the history of doctrines which were believed hundreds of years ago. 
In those days it was held that puerperal fever was due to two things :— 
(1) suppression of lochea, and (2) perversion of the secretion of milk. About 
1780, a Dublin surgeon, Drase, discovered at a post-mortem examination, 
in the body of a male subject, a condition exactly similar to what was 
recognized as the condition of the peritoneum, in a case of puerperal sepsis. 
The organism which was most to blame was, in his opinion, streptococcus, 
but occasionally staphylococcus might also give rise to sepsis. When he 
was at the Rotunda Hospital there was a very bad outbreak of sepsis, and 
this outbreak occurred during the rebuilding of an old part of the hospital. 
In this case they thought that probably streptococci were lying for some 
time in the dust and were the cause of the wide epidemic of sepsis. He 
believed, however, that sometimes it might be due to personal infection. 
Some years ago he had done some experimenting in connexion with the 
sterilization of hands and gloves, and he was interested to notice that the 
method adopted by Dr. Bigger for testing the degree of infectivity of the 
hands was very similar to the one adopted by himself in the past. He 
personally, however, had found that in the crevice between the nail and the 
flesh there might be infection, whether the hands themselves were socially 
clean or not, and he had noticed that Dr. Bigger had not mentioned this 
point. He was of opinion that a great proportion of cases of adhesions 
following operation were due to staphylococcus albus. Although this was 
an organism which was not very virulent it was one which caused an 
enormous degree of suffering. 


Dr. Mapitt said he thought the question to be considered was whether 
the method described by Dr. Theobald was an advance in asepsis, or was 
not. He thought that a sufficient number of cases had not yet been 
investigated, to attach much importance to the results, and he also thought 
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that the methods at present in use were highly efficient. He quite agreed 
with the former speakers that this method would be a dangerous one to 
teach. Students were always warned about the dangers of asepsis, and he 
thought it would be a great mistake and very dangerous to teach them that 
they did not need to wash their hands before assisting at an operation, or 
even before examining a patient. 


Dr. ToTTENHAM, Dr. THEOBALD and Dr. BiGGER replied, and the meeting 
concluded. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Fiday, May 2nd, 
1924, the President, Dr. Louis Cassipy, in the Chair. 


Dr. L. L. Cassipy read the Report of the Coombe Hospital. 


Dr. GIBBON FITZGIBBON said that this report of the Coombe Hospital was 
the second which had been read before the Section, and he hoped it would 
now be an established practice for the Master of the Coombe Hospital to 
read a report each year, as he felt it was always most instructive to hear 
what work was being done by different doctors in the different hospitals. 
He was interested in the cases of antepartum haemorrhage which had been 
described, and he noted that in one case of this in which the patient died, 
there had been a considerable amount of albumin in the urine. He 
personally regarded antepartum hzemorrhage, where there was albumin 
present, as a symptom of toxeemia, and such cases were generally serious. 
He noted that in the cases of eclampsia the blood pressure varied greatly, 
sometimes going up to 150, but he also noticed that the Master of the 
Coombe Hospital treated these cases on the similar lines as were adopted 
at the Rotunda Hospital, and the blood pressure was not treated as if it was 
the most serious item to be dealt with. He asked if the Master of the 
Coombe Hospital knew of any way by which the blood pressure could be 
brought down in patients who suffered from fits. He had recently been 
reading reports from Madras, where they tried to bring down the blood 
pressure in cases of eclampsia by bleeding, and the results there appeared 
to be very good. Their aim was to keep the blood pressure under 120 until 
the patient ceased to have fits; they also tried purgation, washing out the 
stomach, and soap and water enemata. In reading over the report one 
found that during the year at the Coombe Hospital there had been a large 
number of cases of hydatid mole, showing that it was a condition which 
occurred more frequently than one was led to believe. In these cases he 
personally always went round the uterus with a flushing curet, after the 
mole had been expelled, and he had found that after this the patient did 
well. He believed strongly in plugging in cases of post-partum heemor- 
thage if the haemorrhage continued, and he felt that in some cases the 
tendency was to let the haemorrhage go on too long before plugging was 
done. He would suggest that in next year’s report of the Coombe 
Hospital, in cases in which Cesarean section had been done, the weight of 
the baby should be recorded, as the weight of the baby when born was 
important. He personally very seldom gave chloral; it had rather a 
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disturbing effect on the patients; any sedative would put the cause of 
inertia right. He thought that in most patients who died from inexplicable 
reasons if the abdomen was opened the cause of death would be found to 
be a streptococcal infection. 


Dr. BETHEL SOLOMONS said that the first part of the Report to which he 
turned was that concerning the bio-chemical department and, although 
apparently much good work was accomplished and the department was in 
its infancy, yet even more good results might have accrued during the year, 
for there seemed to be in bio-chemistry a large field for improvement in 
knowledge of obstetrics. It was a pity there were only three post-mortem 
examinations during the year. He asked for information about the patient 
with concealed accidental haemorrhage who died. Did the pulse-rate of 140 
persist for four days post-partum. The percentage of stillborn babies 
associated with ante-partum heemorrhage was large. The idea in having a 
table giving the list of stillbirths generally in the hospital was useful, but 
in view of the interest taken in stillbirth and its prevention more detail 
would be valuable. In dealing with contracted pelvis the term ‘ internal 
conjugate ’? was mentioned : it would be well to decide definitely to give 
the antero-posterior diameter of the brim the name “‘ true conjugate.”” He 
(Dr. Bethel Solomons) asked how this measurement was taken—was the 
pelvimeter of Skutsch or the new one of Tottenham in use at the Coombe? 
Was the transverse measurement of the outlet taken and did Dr. Cassidy 
believe it necessary to estimate the measurements of the outlet? When 
Cesarean section was performed which method was adopted? In at least 
two of the cases the extra-peritoneal method seemed to be the one of choice. 
He objected to the words ‘‘ followed very closely ’’ when speaking of the 
technique by Dr. Tweedy in the treatment of eclampsia: the technique 
must be followed absolutely in order to obtain really good results. In 
prolapse of the cord, which method was used in replacement? He con- 
gratulated the Master of the Hospital on the morbidity rate, which was 
extremely low, and was an indication of the health of the institution. 
The special point in the gynzecological report, to which he would like to 
refer, was the number of curettages. An enquiry into the after-results of 
many of these cases would reveal the uselessness of the operation. 


Dr. R. E. ToTrenwamM said that he felt there was a great deal to be 
gained by reading the reports of the Coombe and other hospitals, as by so 
doing one was able to contrast the various types of cases, and the various. 
methods of treating cases at the different hospitals. In this report he was 
particularly interested in the pathological section, and he noticed that in 
cases of hemorrhage the hzemoglobin index and the red blood count was 
specially gone into. He thought that the future progress of obstetrics 
would be greatly aided by bio-chemistry. 


Dr. A. K. Davipson said that there seemed to have been many 
cases of abortion at the haspital during the year, and it would be very 
interesting to try to elucidate the cause of these abortions. It seemed 
that only a very small number of them were of syphilitic origin. In 
one case of pubiotomy which had been described he would like to know 
what had happened to the other children which were born, as it was 
apparently the patient’s fifth confinement. 
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Dr. G. T1iERNEY said that he was glad to notice that Dr. Cassidy had 
collected all the cases of abortion and miscarriage, and put them under one 
heading, as it had always seemed to him to be unnecessary to put them 
under separate headings. He was disappointed to find that there were not 
more details given in the portion of the report dealing with infant mortality, 
although he knew that it was often practically impossible to discover the 
cause of the death of the child, and he felt that post-mortem examination 
in these cases would be very helpful. 


Dr. Cassipy replied, and the meeting concluded. 


